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LIST OF ACRONYMSAND ABBREVIATIONS

Acquired Immune Deficiency Syndrome
Artesunate-containing treatments

Acute Respiratory Infection

Behavior Change Communication

Blue Flag Volunteer

Cooperative for Assistance and Relief Everywhere, Inc.
Third level administrative unit in Sierra Leone, under the District
Community Based Organization

Community Health Worker (include TBA, VHC, BFV, €c.)
Community-Based | ntegrated M anagement of Childhood IlInesses
Case M anagement

Child Survival

Child Survival Sustainability Assessment

Child Survival Technical Support

District Health Management Team

District Health Office

Detailed | mplementation Plan

Second level administrativeunit in SierraL eone, under the Region and abovethe
Chiefdom

District Medical Officer, in charge of DHO

Diptheria, Tetanus, Pertussis

Health Facilities Training

Health Management Information Systems

Human Immune Deficiency Virus

Headquarters

Internally Displaced Persons

Information Education and Communication

Integrated Management of Childhood IlInesses
International Rescue Committee

Insecticide Treated Mosquito Net

Knowledge, Attitude and Practice

Knowledge, Practice and Coverage

L ot Quality Assurance Sampling

Monitoring and Evaluation

Maternal and Newborn Care

Ministry of Health and Sanitation, Government of Serra Leone
Non-Gover nmental Organization

Office of Foreign Disaster Assistance

Oral Rehydration Solution

Oral Rehydration Therapy

Peripheral Health Unit

Private Voluntary Organization

Quality Assurance



QOC Quality of Care

Region Thelargest administrative unit at the sub-national level; thereare
four regionsin Sierra Leone.

Reproductive age In thisproposal, refersto women aged 15-49 years

TA Technical Assistance

TBA Traditional Birth Attendant

TT Tetanus Toxoid

UNICEF United Nations Children’s Fund

USAID United States Agency for International Development
VHC Village Health Committee

WHO World Health Organization
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1. EXECUTIVE SUMMARY

The people of Serra Leone have begun rebuilding their country, after ten years of a vcious war
in which civilians were targeted and the infrastructure devastated. Kono district, on the
country’s Eastern border with Guinea, was at the epicenter of the conflict. Peace was formally
declared in January 2002 after United Nations and British troops intervened.  Since then,
hundreds of thousands of refugees and internaly displaced people have returned to Kono, to find
their homes, schools, and most hedlth clinics destroyed.

Sera Leone has the highest child and materna mortdity in the world, with close to a third of
children dying before ther fifth birthday, and 1,800 mothers dying for every 100,000 live births.
The dtuation is even worse in Kono, which had poor infrastructure before the war, and where
nealy dl curdive and preventive hedth services were interrupted for the last few years.
Malaria, diarrhea, and pneumonia are mgor causes of disease and death in the area.  Coverage
for most key preventive and curative servicesisvery low. Very few women are literate.

Yet there is cause for optimism. The IRC and other organizations are working with the Ministry
of Hedth and Sanitation (MoHS) to rebuild clinics in the Didrict; twenty-two are operating in
the program area. Returnees have benefited in the Guinea camps from education and other
hedth services. Many mothers use ORS when their child has diarrhea. The MoHS is deveoping
policies oriented towards empowering Community Hedth Workers. There is a large network of
Traditiond Birth Attendants, most of them traned. A number of community organizations are
wedl-placed to promote community hedth.

The Child Surviva program will focus on preventing desths from mdaria, diarrhea, pneumonia,
and vaccine-preventable diseases, and on improving outcomes for mothers and newborns among
the estimated 16,300 children under five years of age and 21,200 women of reproductive agein
the program area. The program also has the potential to benefit some of the other 150,000
women and children in Kono Didrict. To achieve its god, the program will use three mgor
inter-related srategies: integrated management of childhood illnesses a the community, and
household levd; use of data from health information systems to identify priorities and
measure progress, and use of quality assurance tools to improve the qudity of care and the
performance of systems.

At the Digtrict levd, the IRC will work to build the capacity of DHMT members to collect and
manage information. DHMT members will gradudly teke over dl aspects of the information
system, and take the lead in organizing and motivating PHU staff.

At the Primary Health Unit (PHU) leve, IRC and the Didrict Team will work, through on-the-
job training quaity improvement, and other methods, to build the PHU g&ff’s ability to ddiver
qudity care and immunization and to support community hedth activiies PHU daff will
participate in the information sysem, will participate in qudity assurance processes, and will
organize and supervise Community Hedth Workersin their catchment area.

At the community level, Didrict and PHU gaff, with IRC support, will work with loca leaders,
women's groups, and community hedth workers in eech village to implement a community
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hedth information system, to organize outreach immunization and prenad dlinics, to make
vitamin A, iron, zinc, mosquito nets and ORS available, and to refine and disseminate a set of
key hedth messages  Community Hedth Workers will provide basic services and report
regularly; community groups and leeders will organize the community to support them.

Through dl of its interventions, IRC will focus on building the capacity of its locd partners to
continue activities after the end of USAID funding. Progress towards sustainability will be
measured though a series of indicators developed usng the Child Survivd Sustainability
Assessment Tool.

The CS interventions, primary objectives, drategies, and estimated proportion of effort are
shown in the fallowing table:

Goal: Sustainable reduction in child and maternal mortality in twenty-two health
facility catchment areas

CS Intervention Total effort Main Objectives

o Increased % of completely immunized children
Immunization 20 % - — —

Increased % of children receiving vitamin A
Control of diarrheal diseases 20 % Increased hand-washing with soap
Pneumonia case management 15 % Improved recognition of danger signs
) Increased use of bednets for children

Control of malaria 25%

Increased treatment for pregnant women
Increased % of women receiving TT vaccine

Maternal and Newborn Health 20 % Increased % of women experiencing obstetric
complications who receive skilled care

The program will begin October 1, 2003 and end on September 30, 2008. It has a budget of
$1,955,921, including $1,456,795 of CSHGP funding under the standard category.

IRC has discussed this program with Kathy Jacquart, the USAID Hedth Officer responsible for
Sera Leone Julie KoenenGrant, the USAID representative in Sierra Leone, and Edward
Benya, the Team Leader directly responsble for oversght of this program a USAID in
Freetown.

The main authors of the document are: Amina Issa Mohamud, Child Surviva Program Manager,
IRC Sera Leone Maureen Phdan, Environmenta Hedth and Child Surviva Program
Manager, IRC NY; and Emmanue d Harcourt, Senior Child Survival Technicd Advisor, IRC
NY. The contact person is Dr. Emmanuel d Harcourt, Internationa Rescue Committee, 122 East
42" Street, New York, NY 10168. Telephone 212-551-3178, Fax 212-551-3185, email
emmanue d@theirc.org.




2. CSHGP DATA FORM

Child Surviva Grants Program Project Summary
DIP Submission: Jun-14-2004

IRC SierraLeone

Field Contact Information:

First Name: Amina
Last Name: Issa
) C/o 38 Main Motor Road, Wilberforce
Address:
City: Freetown

State/Province:

Zip/Postal Code:

Country SierralLeone

Telephone: (232) 76 72 46 40

Fax:

E-mail: childsurvival @theirc.org

Project Web Site:

Project Information:

The people of Sierra Leone have begun rebuilding their country, after ten years of avicious
war in which civilians were targeted and the infrastructure devastated. Kono district, on the
country’ s Eastern border with Guinea, was at the epicenter of the conflict. Peace was
formally declared in January 2002 after United Nations and British troops intervened.

Since then, hundreds of thousands of refugees and internally displaced people have
returned to Kono, to find their homes, schools, and most health clinics destroyed. Sierra

L eone has the highest child and maternal mortality in the world, with close to athird of
children dying before their fifth birthday, and 1,800 mothers dying for every 100,000 live
births. The situation is even worse in Kono, which had poor infrastructure before the war,
and where nearly all curative and preventive health services were interrupted for the last
few years. Malaria, diarrhea, and pneumonia are major causes of disease and death in the
area. Coverage for most key preventive and curative servicesisvery low. Very few women
areliterate. Yet thereis cause for optimism. The IRC and other organizations are working
with the Ministry of Health and Sanitation (MoHS) to rebuild clinicsin the District;
twenty-two are operating in the program area. Returnees have benefited in the Guinea
camps from education and other health services. Many mothers use ORS when their child
has diarrhea. The MoHS is devel oping policies oriented towards empowering Community
Health Workers. Thereisalarge network of Traditional Birth Attendants, most of them
trained. A number of community organizations are well-placed to promote community
health. The Child Survival program will focus on preventing deaths from malaria, diarrhea,
pneumonia, and vaccine-preventabl e diseases, and on improving outcomes for mothers and
newborns among the estimated 16,300 children under five years of age and 21,200 women
of reproductive age in the program area. The program also has the potential to benefit some
of the other 150,000 women and children in Kono District. To achieveits goal, the

Project
Description:




illnesses at the community, and household level; use of datafrom health information
systemsto identify priorities and measure progress; and use of quality assurance toolsto
improve the quality of care and the performance of systems. At the District level, the IRC
will work to build the capacity of DHMT members to collect and manage information.
DHMT memberswill gradually take over all aspects of the information system, and take
thelead in organizing and motivating PHU staff. At the Primary Health Unit (PHU) level,
IRC and the District Team will work, through on-the-job training quality improvement,

and other methods, to build the PHU staff’ s ability to deliver quality care and

immuni zation and to support community health activities. PHU staff will participate in the
information system, will participate in quality assurance processes, and will organize and
supervise Community Health Workersin their catchment area. At the community level,
District and PHU staff, with IRC support, will work with local leaders, women’s groups,
and community health workers in each village to implement a community health
information system, to organize outreach immunization and prenatal clinics, to make
vitamin A, iron, zinc, mosquito nets and ORS available, and to refine and disseminate a set
of key health messages. Community Health Workers will provide basic services and report
regularly; community groups and leaders will organize the community to support them.
Through al of itsinterventions, IRC will focus on building the capacity of itslocal
partnersto continue activities after the end of USAID funding. Progress towards
sustainability will be measured though a series of indicators developed using the Child
Survival Sustainability Assessment Tool.

District Health Management Team, Village Development Committees, CARE,

Partners. International World Vision, UNICEF
Project I . i
L ocation: Kono District, Eastern Province, SierralLeone

Grant Funding Information:

USAID Funding:(US $) $1,456,795 PVO match:(US $) $478,795

Target Beneficiaries:

Type Number |
Infants (0-11 months): 3,500 |
12-23 month old children: 3,300 |
24-59 month old children: 9,500 |
0-59 month old children: 16,300 |
Women 15-49: 21,200 |
Estimated Number of Births: 4,300 |
Beneficiary Residence:

Urban/Peri-Urban % Rural % |
5% 95% |

General Strategies Planned:

Advocacy on Health Policy

Strengthen Decentralized Health System
Information System Technologies
M&E Assessment Strategies:

KPC Survey

Health Facility Assessment

Organizational Capacity Assessment with Local Partners
Participatory Learning in Action

Lot Quality Assurance Sampling



Appreciative Inquiry-based Strategy

Community-based Monitoring Techniques

Participatory Evaluation Techniques (for mid-term or final evaluation)
Behavior Change & Communication (BCC) Strategies.

MassMedia

Interpersonal Communication

Peer Communication

Support Groups

Capacity Building Targets Planned:

|PVO |Non-Govt Partners ‘Other Private Sector |th ‘Community

USHQ (Genera) PVOs (Int'l./US) (None Selected) National MOH Other CBOs
USHQ (CSunit) Dist. Health System CHWs
Field Office HQ Health Facility Staff

Interventions:

Immunizations 20 %

** |MCI Integration

** CHW Training

** HF Training

*** Classic 6 Vaccines

*** \itamin A

*** Surveillance

*** Cold Chain Strengthening

*** |njection Safety

** IMCI Integration

** CHW Training

** HF Training

** CHW Training

** HF Training

Acute Respiratory Infection 15 %

** IMCI Integration

** CHW Training

** HF Training

*** Pneum. Case Mngmnt.

*** Recognition of ARI Danger Signs

Control of Diarrheal Diseases 20 %

** IMCI Integration

** CHW Training

** HF Training




*** \Water/Sanitation

*** Hand Washing

*** ORS/Home Fluids

*** Feeding/Breastfeeding

*** Care Seeking

*** Case Mngmnt./Counseling

Malaria25 %

** |MCI Integration

** CHW Training

** HF Training

*** Training in MalariaCM

*** Adequate Supply of Malarial Drug

*** Accessto providersand drugs

*** Antenatal Prevention Treatment

% |TN (Bednets)

*** Care Seeking, Recog., Compliance

Maternal & Newborn Care20%

** IMCI Integration

** CHW Training

** HF Training

*** EFmerg. Obstet. Care

*** Neonatal Tetanus

*** Recog. of Danger signs

*** Newborn Care

*** Post partum Care

*** |ntegr. with Iron & Folate

*** Normal Delivery Care

*** Birth Plans

*** ST| Treat. with Antenat. Visit

** |MCI Integration

** CHW Training

Indicator Numerator ([Denominator Egrlgqeatt?g e I(i:r(])gfldmce
Percentage of children age 0-23 monthswho are

underweight (-2 SD from the median weight-for-age, 29 188 154 54
according to the WHO/NCHS reference popul ation)

Percentage of children age 0-23 months who were born at (163 189 88.9 4.8
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|east 24 months after the previous surviving child

Percentage of children age 0-23 months whose births
were attended by skilled health personnel

24.2

9.1

Percentage of mothers of children age 0-23 months who
received at |east two tetanus toxoid injections before the |37 95
birth of their youngest child

38.9

10.2

Percentage of infants age 0-5 months who were
exclusively breastfed in the last 24 hours

14.0

10.5

Percentage of infants age 6-9 months receiving breast

milk and complementary foods 28 37

75.7

14.7

Percentage of children age 12-23 months who are fully
vaccinated (against the five vaccine-preventabl e diseases) 25 95
before thefirst birthday

26.3

9.3

Percentage of children age 12-23 months who received a
measles vaccine

33.7

9.9

Percentage of children age 0-23 months who slept under
an insecticide-treated bednet the previous night (in
malaria-risk areas only)

[y

190

0.5

15

Percentage of mothers who know at |east two signs of
childhood illness that indicate the need for treatment

274

94

Percentage of sick children age 0-23 months who
received increased fluids and continued feeding during an (15 115
illnessin the past two weeks

13.0

6.6

Percentage of mothers of children age 0-23 months who
cite at least two known ways of reducing therisk of HIV |15 115
infection

13.0

6.6

Percentage of mothers of children age 0-23 months who
wash their hands with soap/ash before food preparation,
before feeding children, after defecation, and after
attending to a child who has defecated

[e]

190

4.2

3.2

Comments

We did parallel sampling using LQAS. Confidence intervals were calculated using EPI
info. TT, delivery assistance, and danger signs: asked only of mothers of children age
0-11 m. Vaccination and HIV: asked only of mothers of children age 12-23m.
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3.

DESCRIPTION OF THE DIP PREPARATION PROCESS

The following steps were taken to prepare the Detailed Implementation Plan:

11

A basdine survey was conducted in February 2004 by the IRC Child Survivd gaff and its
MoHS partners, including DHMT members and PHU managers. The DHMT was involved
a every dep of the survey, from quesionnare desgn to find tabulation. The NY-based
Technical Advisor arrived after the survey to assst with data etry and computer anays's of
survey results.

The survey team manudly tabulated the results the day after the survey, and spent two days
reviewing and discussng the information. This condituted an important firg step in DIP
preparation.

On March 9, a team from IRC and from the DHMT met to discuss the sustainability planning
process, and began drafting a sustainability vison.

On March 11, the team traveled to Koinadugu Didtrict to meet with their counterparts from
the CARE-supported Child Surviva Program, and to draft ajoint vison statement.

From March 24 to March 26, the IRC and CARE Program Managers, aong with the CARE
Technicd Advisor and a consultant from CSTS+, planned and prepared for a sustainability
workshop.

The workshop was held from March 29 to 31. Deails of the output are included in the
sudtainability section of this document. The workshop was atended by dl the IRC Child
Surviva geff, aswell as by apartner from the DHMT and the IRC Technicd Advisor.

The Technicd Advisor then sayed with the fidd-based Program Manager, and was later
joined by the NY-based Program Manager. They worked with the field saff to draft a
written summary of the basdine assessments. They then worked with the gaff and with
DHMT members to outline plans for each intervention, based on the &sessments. The input
from the DHMT was modlly solicited during informa, smaler meetings, and during a long
meseting on April 13.

After the departure of the Technica Advisor and NY-based Program Manager, mgor writing
began on the DIP. Drafts were exchanged by email, and comments solicited by email and
phone.

The total period of DIP preparation was about nine weeks, from tabulation and anayss of
the KPC findings to find drafting.



4. REVISIONS FROM ORIGINAL PROPOSAL

There were a number of changes from the origind proposd, to reflect changing conditions and
the increesing familiarity of the IRC with its partners and with the Stuation in Kono. However,
the mgor dements of the proposad have remained the same, including:

- Program ste

- Partners

- Choice of interventions

- Magor drategies such as use of quality assurance, the use of hedth information to

improve decision-making, and community Integrated Management of Childhood Iliness.

Some changes include:

Number of beneficiaries

A Vvillage-by-village census done to prepare for the KPC survey reveded that the population in
the program area was gpproximately 46,000, rather than the 100,000 estimated during proposal
development. The IRC has addressed this discrepancy by working with the DHMT to add more
hedth facilities to the program’s caichment area  The District Medica Officer has accepted this
solution and assigned nine more PHUs to the Child Surviva Program.

The IRC will begin work in the thiteen PHUs mentioned in the origind proposa. The other
nine PHUs will be added around the time of the mid-term. The origind program area will act
essentidly as a pilot gte. Also, the KPC survey will continue to use the same program area, 0
that subsequent surveys can be compared to the origind. Program data from the facility and
community reports will be used to insure that the areas added later are dso progressing. The
field team may aso decide to do a second KPC survey in the new area.

Objectives
- The number of mgor objectives has been reduced from 10 to 8.

- Seven objectives were kept

- Two objectives were removed. They include;
= An objective to increase the proportion of children who receive ord
rehydration fluids during episodes of diarhea. This proportion is aready
high a basdine. The program will work to mantain and further increase
this proportion, but it will no longer be listed as a priority objective.

= An objective to increase the proportion of mothers who receive a pos-
natad vist. The proportion is dready rdaively high. However, mogt of
those vidts did not include key actions, such as checking the mother for
anemia and checking the newborn's respiratory datus or weight. The
program will thus now focus on increasing the proportion of women and
children who have key actions taken in the week after birth.

* One objective was changed. Origindly, the second materna and newborn
care objective referred to improving the proportion of women with access
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to skilled care. However, andyss of the basdline data showed that socio-
economic status played a much bigger role than complication in accessng
silled cae. The program will thus focus on getting women with
complications to skilled care in time, and the objective was revised
accordingly.

Strategies and activities:
- The program’'s other objectives, drategies and activities have been revised as new data
became available, a new Program Manager and staff came on board, and the new team

worked more closely with the DHMT. However, the substance of the activities, and the
generd drategies, are mostly the same.



5. DETAILED IMPLEMENTATION PLAN

Summary of Baseline and Other Assessments

Sources of Information

KPC usng LQAS methodology in February 2004. There were 5 supervison areas and 190
respondents.

Population censusfor each village in January 2004.

Review of data from health center reports in April 2004.

Health facility assessment in March 2004. Staff visted each of the 13 periphera hedth
facilitiesin the program’s origind work area and filled out a sandard questionnaire,

Mortality survey in April 2004 to serve as a basdine for dl of IRC's hedth interventions for
the next few years. The survey included 450 households in 30 clusters and covered the
origind work area.

Knowledge, attitudes, and practice survey conducted in May 2003 by the staff of IRC's
clinic support program in Kono. The survey included 900 respondents sampled through
thirty clusters, including 444 women and 456 men.

Summary of Major findings

Extremely high childhood mortality with an edimated one-third of children dying before
their fifth birthday.

Malaria, pneumonia, and diarrhea are the chief causes of morbidity. Febrile illnesses —
most of which are presumed to be maaria— accounts for over haf of al desths. Vaccine-
preventable illnesses such as meades and tetanus are dso common causes of death, as are
diarrhea and respiratory illnesses.

Malnutrition prevalence is moder ate with 15% of children under 2 underweight.

Utilization of curative health services is low, due to a variety of factors including cost-
recovery and staff absences.

There is low use of skilled obstetric care a 24%, dthough use of trained traditiona birth
attendants is very high a 57%. Socio-economic status, and not actua need during ddivery,
seems to be the biggest determinant of who uses skilled care.

Coverage is low for Kkey preventive services induding immunization, vitamin A
supplementation, preventive malaria trestment and iron supplementation during pregnancy.

The prevalence of some key household practices is relatively high including ORS use and
hand-washing with sogp, athough thereis room to improve.

The prevalence of other key household practices is very low including trested bednets, use
of clean latrines, exclusive breast-feeding, and immediate breast-feeding after birth

Knowledge of key obstetric and pediatric danger signswasvery low

Major findings
Socio-Demographic Data
Literacy among women is very low. Only 8% of mothers in the KPC survey said they could

reed and write. Staff and partners attribute this to the breakdown of the educationd system
during a decade of war, but dso to the poor stae of this syssem in eastern Sierra Leone before
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the war. Literacy was highest among mothers less than 20 years old, a 21%. This is probably
due to education programs in refugee camps in Guinea, where many of Kono's current
inhabitants lived before returning in the last year.

Occupation The most common occupation in the program area is pessant farming, for both
women and men (the vast mgority of heads of household are men). Trading was the next most
common occupation for women, whereas for men it was mining. The program area covers most
of Kono's diamond mining zone, and program dtaff believe that the proportion of household
heads who are miners may in fact be much highe—some women may be reluctant to reved that
their husbands are miners, because of security concerns. More than 60% of women who
reported doing “nothing” lived in households headed by a miner. One possble explanation is
that mining families have more digposable income, dlowing women to give up farming.

Chart 1. occupation of mother and head of household

Miner
32%

Profession
< al

5%

Other
4%

Trader

30% "Nothing"

" Nothing"
2%

~__Miner Trader
1% 5%

Profession
a
1%

Mother Head of household
Please note that al Charts and data are from the 2004 KPC unless otherwise noted.

Gender Battery appears to be common: according to the 2003 KAP, 35% of women reported
being beasten. Haf (53%) of women and two-thirds (68%) of men said there are occasions on
which beating on€s wife is judified A quater of men reported being polygamous,
interestingly, there was no difference in the prevdence of polygamy between Mudim and
Chridian men.

Religion According to the 2003 KAP, Idam is the most common rdigion in Kono, practiced by
53% of respondents, with another 46% practicing Chridtianity.
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Mortality

A mortdity survey conducted in April and May 2004 in part of the program area (the area served
by the thirteen hedth centers described in the origind gpplication) showed a high overdl crude
mortdity rate, and a particularly high crude mortality rate for children under 5:

- There were 120 deaths recorded, of which 69 (58%) were in children under 5, for a
population of 3,489 people including 685 children under 5 (20% of the total).

- The overdl crude mortdity rate was 2.2 deasthd 1,000 people/ mo (95% C.I., 1.7-2.7).
The basdine for sub-Saharan Africa as a whole is estimated a 1.3 deaths 1,000 people/
month.

- The crude mortdity rate for children under 5 was 6.0 deaths 1,000 children/ month
(95% C.l., 3.0-9.0). The basdine for sub-Saharan Africa —dready the highest in the
world— is 3.4 deathd 1,000 childrer/ month, and the emergency threshold is 6.9 deaths/
1,000 people/ month.

This mortdity rate trandated, means than an estimated 303 children out of 1,000 do not reach
their fifth birthday. This is dightly higher than the figure cited by UNICEF for Sierra Leone as
a whole (284 deaths 1,000 live hirths), and it is close to the threshold for a humanitarian
emergency. This dtuation, however, is the “basding’ date of affars, the result of a highly
malarious environment, as well as decades of war and underdevelopment.

The age didribution of the deeths is smilar to that seen dl over sub-Saharan Africa two-thirds
of degths are in the firs year of life, with one in seven deaths occurring in the very firg month of
life. Febrile illness without localizing symptoms accounted for three in five desths. Nearly one
quarter of those desths due to febrile illness (10 out of 43) were associated with convulsions,
uggedive of cerebrd madaria, dthough meningitis cannot be ruled out.  Vaccine-preventable
illnesses a so took a heavy tall, accounting for one in seven deaths.

Chart 2: Age and causes of deathsin the Kono program area, for children under 5 yrs
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Morbidity

Table 1. Major causes of morbidity, according to reports and surveys.

Main outpatient diagnosis % of children with this symptom in the last 2 weeks, according

(Source: facility reports 2003) to their mother (source: KPC 2004)
For children<5 % %0tollm %12t023m
Mdaria 50% Fever 41% 56%
ARI/Pneumonia 19% Respiratory illness 16% 13%
Diarrhedl diseases 9% Diarrhea 17% 17%
Manutrition 1%
Other diagnoses 21%

The rates above confirm tha mdaria, pneumonia, and diarrhea are common childhood illnesses
in Kono as esewhere in sub-Saharan Africa Mdaria imposes a particular high burden in this
area of high temperatures and abundant rainfall.

Utilization of curative services

The utilization rates in Kono for hedth facilities have been below the usud benchmark of 0.5
vidts / child / year for the last few month.  Utilization rates began a steep fdl at the end of 2003
(see graph below) as cost-recovery was implemented, and as IRC daff progressvely stopped
filling in during the absences of clinic workers.  Frequent absence of gaff from periphera hedth
units is a problem, and a mgor factor affecting utilization, according to IRC and DHMT gaff. It
Is clear, however, that implemenation of codt-recovery adso has a dgnificant impact on
utilization.  Utilization rates are higher for children under 5 than for older children and adults,
appropriately given the higher burden of disease for that age group. Among adults and older
children, femdes consult more often (36% more often in this case), as is seen in most sub-
Saharan African countries.

Chart 3: utilization rates for children < 5, | RC-supported PHUs, 2003-2004
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Chart 4: utilization rates for 2003, by subgroup
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Immunizetion
Immunization coverage is low, as the table and Chart below indicates. The patterns above
suggests anumber of different causes for the low coverage:

More than 20% of children never have an initid contact, suggesting that some villages
may not be reached by current outreach routes. This problem could aso be due to
caregiversthat are not informed or motivated to vaccinate their children.

Almog 30% of meades immunizations are given a 12 months of age or later, suggesing
that inadequate frequency of outreach may be a major problem as well. Meades
vaccine has a short window of correct adminidration (3 months), so that meedes
coverage is vulnerable when immunization sessons are not frequent enough.

Some immunizations are not properly recorded, particularly during campaigns.

There is rdativey little drop-off between DTP1 and DTP3, suggesting that, once
informed and reached, mothers follow through.

Differences in coverage between different hedth facility catchment areas are hard to assess,
because the demarcation between areas has changed during the past year.

Table 2: Children correctly immunized before 12 months of age

KPC (card)  Facility reports
BCG 69% 78%
DTP1/ Polio 1 60% / 61% 69% / 71%
DTP3/ Polio 3 55% / 54% 61% / 62%
Mesdes 34% 61%
Completdy immunized 26% 38%
TT (at least 2) 39% 39%
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Chart 5: Children correctly immunized before 12 months, program data vs. KPC
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Accuracy of the data There is good concordance between KPC facility data for most antigens.
KPC data coverage is 6 to 9% lower than that reported by facilities, most likely due to card loss
or unavailability (5% of mothers interviewed for the KPC had a card but could not produce it for
the interviewer). Also, computer andyss of the KPC data excluded a few children because
intervals were too short (e.g. DTP3 too close to DTP2). In contradt, there was a large difference
for meades immunization: KPC coverage is 27% lower. The “extra’ 20% or so loss may be due
in pat to ealy immunizations (mesdes vaccine given before 9 months of age, 9% of 4l
children), and to meedes mini-campaigns.  Children immunized during these campaigns ae
tabulated in facility reports, but the immunization is often not recorded on their individua cards.

Cold chain and equipment overdl is decent but could be improved.  Availability of
refrigerators is a mgor problem: only 5 of 10 target facilities have a working solar refrigerator.
UNICEF is due to provide five more refrigerators in the next few months. Of these five, dl have
thermometers and four have a filled temperature chat. Ten of the thirteen facilities have cold
packs for vaccine transport.

Other equipment and supply appears good. All five faciliies with refrigerators had an adequate
supply of unexpired vaccines. All centers had one-use gringes, twelve had safety boxes, and ten
had cards to give mothers. However, vaccine stock-out has been a problem in the past year, due
to delays in arranging transport from Freetown to Kono.

Outreach systems ae in place. Tweve of the facilities have outreach maps displayed and
schedules in place. Outreach vaccinators are not on the MOH payroll, but in dl thirteen facilities
they receve a share of clinic recapts. However, most of the clinic managers do not how to
cdculate their targets and coverage.

Major partnersfor immunization indude:

= UNICEF, which provides vaccines and supplies.
=  Ministry of Health and Sanitation, which transports vaccines to Kono.
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Diarrhea

Prevalence and incidence Diarhea was the third largest cause of consultation a hedth facilities
in the program area, accounting for 9% of consultations for 2003. It was the second most
prevalent childhood illness according to the KPC, with 17% of mothers ieporting ther child hed
diarhea in the last 2 weeks.  Diarrhea incidence appears to be lowest in the rainy season (April
to September, shaded on Chart 5). Children’s risk of darrhea increases as the age up to about a
year. Diarhea incidence climbs after sx months, pesks a a year of age, and ceclines after 17
months. This age pattern is strongly associated with the introduction of solid foods, as shown in
Charts6 and 7. No cholera cases have been reported in the last year.

Chart 6: Seasonal pattern of diarrhea
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Chart 7: Diarrhea prevalence by age group Chart 7a: Proportion eating solid food by age group
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Treatment and treatment-seeking More than a quarter of mothers (28%) whaose child
had diarrhea reported seeking trestment at the health center within 24 hours, with another
38% getting tresiment & a dinic with a longer dday. This rdatively high number is
probably the result of mothers giving the answer they think is expected of them, rather
than actud trestment-seeking behavior. The survey findings would trandate into over
400 children with diarrhea presenting to hedth facilities each month, whereas facility
records show between 50 and 150 presenting each month. However, the survey
reponses on treatment-seeking are gill useful in determining the rddive urgency to
caregivers of different symptoms, as shown in Chart 8. The Chart should be interpreted
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with caution as some of the numbers are very smadl. The comparison indicates that
diarrhea appears to be of more concern to mothers than fever, but less than cough.

Chart 8: Care-seeking patternsfor different symptoms
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ORS use is high, with 79% of mothers citing ORS or home-made sdt-and-sugar solution
as a prefered trestment if their child had diarthea. ORS was more commonly cited than
home-made solution: 70% vs. 14%. No mother cited coconut water as a treatment for
dehydration. Mot mothers (75%) know that the ORS packet should be used with a liter
of water. The fact that ORS is widdy available in villages, a a market vaue of 500
Leones (about 18 US cents), further corroborates the notion that ORS is accepted and
widdy used. However, Only 11% mothers have ORS in their homes. Tweve out of
thirteen hedlth facilitiesin the program area had ORS available for patients.

0% 20% 40%

The current IRC Didrict-support program has been edablishing “ORT corners’ in
villages in the program area. The program trains and equips a Blue Flag Volunteer to
provide ORS packets and advice to caregivers of children with diarrhea.  Currently, about
athird of the villages in the program area have atrained VVolunteer.

Diarrhea and malnutrition. There is an association between manutrition and diarrhea,
dthough it did not reach datidicd sgnificance between of the reativey low prevadence
of both malnutrition and diarrhea (p=.15).

Chart 9: Nutrition and diarrhea prevalence
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Hygiene Hand-washing with sogp is
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relaively prevdent, due to the widespread manufacture and use of traditiona soaps. The
vast mgjority of mothers (83%) use soap on a least one of four key occasions® and a
majority (55%) do so on a least two accasons, dthough only 4% of mothers do on dl
four occasons. Hand-washing gppears to be leest common for activities directly relating
to the child. Children of mothers who wash their hands more frequently are less likdy to
have diarrhea (20% vs. 14%), dthough due to the relatively low prevdence of diarrhea
this difference is not datidicdly sgnificant. The benefits to the child of maternd hand-
washing appear to be concentrated between the ages of 9 and 14 months (see Chart 11).

Chart 10: Prevalence of hand-washing with soap
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Chart 11: Maternal hand-washing and child’s chance of having diarrhea
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Water and sanitation Most households (90%) have a toilet, but only 11% of these toilets
are closed (or VIP type) and only 6% are free from flies. The mgority (81%) of mothers
sy they dispose of children's feces in the toilet.  Unexpectedly, there was no difference
in the child's diarhea prevadence between households with a clean, closed toilet and

1 after using the toilet, dter cleaning the child, before preparing a meal, and before feeding or breast-

feeding the child
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those with a dirty or nonexigent toilet—possbly due to the smdl numbers of those with
a closed toilet. In contrast, children of nothers who digpose of feces “in the garden” or
“aywhere’ were much more likely to have diarhea (46% vs. 16%) than children of
mothers who used the toilet for this purpose. Mogt families get their water from streams
or traditiond wells (47% and 23% respectively) but a sgnificant minority gets their water
from a protected hand-pump wel (27%). This likely reflects the impact of an IRC water
and sanitation program which has been operding in the area for the lag 18 months.
There was no dgnificant difference between diarrhea prevalence and source of drinking
water, except for children age 9 to 14 months, the group with the highest diarrhea
prevalence (see Chart 12).

Chart 12: Diarrhea prevalence and water source among children 9 to 14 months
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Cultural factors There are many traditiond beiefs about diarhea in Kono cultures  The
most commonly held is that diarrhea is a consequence of a mother being sexudly active
during the breast-feeding period. This has a humber of potentidly harmful consegquences.
One is that fathers often have sex with other women when their young children are
breast-feeding, and spend less attention and resources on both mother and child during
that period. Another negative consequence is tha mothers may seek to stop breast-
feeding early s0 that they can resume sexud activity. There is no evidence of this
happening on a mgor scae, however: 90% of children 15-17 months are ill breast-
feeding, as are 61% of children 20 to 23 months. A third negative consequence of this
belief is that mothers whose child have diarhea may be tempted to “hide’ the child's
diarhea by not giving the sck child any fluid or food. This is harmful to the child, but in
the short term may reduce stool output. One postive consequence of the beief in
diarhea as a sgn of maternd infraction is that mothers are motivated to prevent their
children from having diarrhea, but it is dear that mothers would have ample motivation
even without this belief.

There are dso a number of beiefs about Sgns of dehydration. Depressed fontand is
conddered a dgn of serious trouble, but it is often trested by traditiond trestment,
induding adminigtration of cow dung or attempted surgica fuson of the cranid plates.
Likewise, oliguria is conddered as a danger sign, but the response is to sop giving any
food or fluids because of abdief that something is caught in the child’s somach.
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Mdaia

Prevalence and incidence. Madaria is the leading cause of consultation a the hedth
centers, accounting for 50% of hedth center vidts in 2003. This finding is corroborated
by the results of the KPC survey, which shows that fever is the most commonly reported
symptom for children under 2, cited by 48% of mothers for the previous 2week period.
Fever was a lone symptom in about a third of cases (15% of dl children). Commonly
associated symptoms were diarrhea (24% of fever cases), vomiting (19%), cough (19%),
and refusdl to feed (18%).

Epidemiological pattern. Surprisngly, mdaria incidence appears to be fairly congtant,
with little variation by season.  Fever prevaence is dso constant across age groups, with
the exception of children below 3 months of age. This is probably because young infants
are less adle than older children to mount a fever in response to infection.

Chart 13: Seasonal pattern of malaria
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Resistance to antimdaids is —
common. No studies have been done

in Kono Didrict, but studies done in 50% u m
neighboring Koinadugu and Kailahun
Didricts between in 2002 and 2003
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Table 3: Resistance to common antimalarials
Chloroquine SP Amodiagquine
Koinadugu 40% 23% 18%
Kallahun 78% 46% 30%
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The Minigry of Hedth changed its treatment policy in March 2004, switching from
chloroquine to artesunate-containing combinations as firg line trestment.  However,
artesunate-containing trestments are only available in private pharmacies, a high cost.
Hedth fadilities, including those in IRC's program aea, continue to digtribute
chloroquine.  Only one of thirteen facilities has sulfadoxing/pyrimethamine in stock.
Quinine is commonly used as a second-line agent.

Treatment and treatment-seeking Less than a quarter of mothers (24%) whose child
had fever reported seeking treatment a the hedth center within 24 hours, with another
A% getting treetment a a dinic with a longer dday. As with diarhea, these numbers
should be congdered with caution; the number who actudly seek care in hedth facilities
is probably lower. The survey findings would trandate into over 1,100 children with
fever presenting to hedth facilities each month, whereas facility records show between
140 and 380. Fever is the symptom for which facility care is sought the least, as shown
in Chart 8, depite the fact that fever is the symptom most frequently cited by mothers as
adanger sgn (Chart 15). Thismay reflect the fact that fever is acommon symptom.

Chart 15: Recognition of danger signsfor childhood illness
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Insecticide-treated bed net coverage is very low. Out of 190 children surveyed for the
KPC, 12% dept under a bednet, of which only one was treasted within the last 6 months.
Net use among pregnant women is only dightly higher: 23% of women reported deeping
under bednets at least 3 months of the most recent pregnancy. Net use is low even in
hedth facilities none of the PHUs in the progran aea have trested bednet for
hospitdized peatients. The survey results dlow us to evduate the rdaive impact of
severa common obstacles to correct net use for children. These findings are summarized
in Table 4.
- Knowledge does not appear to be a mgor factor since 91% of mothers had heard
of bednets.  Two in five mothers (40%) cited mosquitoes as the agent that
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transmits maaria, a number that may gopear low but is higher than in many
communities in sub- Saharan Africa

- Cost is likey to be a mgor reason that only 23% of who know what a bednet is
actudly have one, given the searing poverty. This hypothesis is supported by the
fact that households headed someone with a more lucraive professon are much
more likely to own a net (see Chart 153).

- Treatment is a mgor obgtacle, as only 15% of nets are treated at al; of treated
nets, only 1 (13%) was treated within the last 9x months. In this sample, if dl
nets had been pre-trested with long-laging insecticide, effective bednet coverage
would be 15% instead of 1%.

- Prioritizing the child does not seem to be a mgor problem. Within families that
have nets, 76% said that the child under 2 years of age had dept under it.

Table 4: Impact of various factors on treated mosguito net coverage for children

If everybody knew about nets, coverage would be... 1/10 higher

If young children were dways given the priority, coverage would be... 1/3 higher

If nets were free or everybody was rich, coverage would be... 4 times higher
If dl nets had long-lasting treatment, coverage would be... 7 times higher

Chart 15a: Profession and mosquito net ownership
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Of note, the nets gppeared to have some protective effect, even when not trested.
Children who dept under a bednet had a much lower prevaence of fever than those who
didn't (22% vs. 52%, p<.005). No other potentid confounding factor, including socio-
economic datus (as indicated the occupation of the head of household) or nutritiona
status had nearly as strong an association.

Intermittent presumptive treatment is common, with two-thirds (66%) of women
reporting a least 3 months of anti-maarid coverage during their most recent pregnancy.
Unfortunatdy, dmogst dl of this trestment occurred with chloroquing, which is not
gfective in this aea This may explan why mothers who took antimdarids for 3
months or more had no less mdaria in pregnancy than those who didn’t (64% vs. 59%,

p=ns).
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MOH palicy regarding community and home treatment: MOH guiddines drictly
proscribe trestment by community hedth workers, even when closdy supervised.

Cultural factors affecting mdaria in Kono Didrict include bdiefs about causes and
recommendations about trestment. Eating sweet foods is conddered the main cause of
malaria; another cause is stepping barefoot on the urine of a patient with mdaia In
contrast, fever in pregnant women is consdered not as maaria but as norma sgn of early
pregnancy. Patients with mdaria are discouraged from edating pdm oil, which retards
recovery.

Preumonia

Prevalence and incidence. Pneumonia is the second leading cause of consultation at the
hedth centers for children , accounting for 19% of diagnoses in 2003. The KPC found
that 14% of mothers reported ther child had cough, respiratory difficulty, or both in the
last two weeks. There was no clear seasona pattern, but there appears to have been an
epidemic of respiratory diseases in July 2003, in the middle of the rainy season, followed
by a persgently higher incidence of pneumonia The vast mgority (85%) of children
with respiratory symptoms had an associated fever; this was true in paticular for dl eight
of the children whose mother reported breathing difficulty.  Prevaence appears to
increase in the first year of life and decrease in the second.

Chart 16: Seasonal pattern of pneumonia
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Chart 17: Prevalence of respiratory symptoms by age group
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Treatment and treatment-seeking We have conflated the two magor respiratory
symptoms, cough and breething difficulties, for the purpose of this anadyss, but it is clear
that mothers regard those two symptoms very differently. Cough is one of the symptoms
that concern others the most (see Chart 8), whereas difficult breathing is one of the
symptoms that concerns them the least. Only 20% of mothers said they sought assstance
for ther child's bresthing difficuties within 24 hours. Only 7% of mothers cited difficult
or rapid breathing as a danger dgn for children. Tweve of thirteen fadlities in the
program area had trimethoprim and ampicillin available.

MOH policy The dandard fird-line treatment for lower respiratory tract illness is
trimethoprim; ampidllin is a second-line tretment for children who fal to improve on
trimethoprim or have an dlergy. Treatment by community providers is explicitly
forbidden, dthough treatment by unqudified pill-sdlers and other private providers is
widespread.

Nutrition and respiratory illness Nutrition gppears more strongly associated than with
respiratory symptoms that with fever or diarrhea, as seen in Chart 18. This may be due to
the role of zinc deficdency, which is caused by nutritiond factors and which impars
mucosal  immunity, increesng the incidence of both respiratory and gastro-intesting
diseases.

Chart 18: Increase prevalence of illness associated with malnutrition
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Cultural factors Uvulectomy, a common practice in many places in sub-Saharan Africa,
does not gppear to be common in Kono District.
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Materna and newborn care

Antenatal care Reported antenatd coverage is high, with 99% of mothers claming to
have had a least one vidt in the last pregnancy, and 71% of women reporting four vidts
or more. Only 45% of mothers have at least one vist documented on a card, and only
24% have four vidts documented. All thirteen hedth facilities have antenatd regiders,
and have weekly schedules displayed. Ten out of thirteen have a sphygmomanometer
avalable.

Tetanus immunization Two in five mothers (39%) have two or more TT immunizations
recorded, according to the KPC figure; which corresponds to the 39% TT2 coverage
estimated from 2003 fecility reports. Neonatd tetanus is common, not surprisingly given
the low TT coverage. One in saven women (14%) of mothers reporting having logt at
leest one child to the disease. Nor were dl of these children logt in the digtant past:
mothers less than 25 years old were as likely as older mothers to ieport losing a child to
tetanus (20% vs. 23%, p=ns). Tweve of thirteen clinic managers knew correct the
correct TT administration schedule

Intermittent preventive treatment for malaria See mdaria section

Iron supplementation Most women (95%) reported taking iron during pregnancy, and
98% of women with an antenatal card had an iron prescription documented. Nearly two
thirds of mothers (64%) reported taking iron a least three months, and a quarter of
women (24%) reported taking iron for 6 months or more of their most recent pregnancy.

Deworming during pregnancy has recent been recognized as an intervention that has
sgnificant impact on maemnd anemia in conjunction with iron supplementatior?.
Decreasing maernd anemia in turn has a ggnificant impact on the hedth of both mother
and newborn. Eleven of thirteen clinics have deworming schedules displayed, and twelve
of thirteen clinics have abendazole available.

Sexually transmitted infections Nine of thirteen clinics have a protocol avallable for
treetment of sexudly transmitted infections in pregnant and non-pregnant women.
According to the 2003 KAP survey, 18% of pregnancies end in illbirths, which suggests
that syphilis may be very prevdent. There is currently no screening program for syphilis,
dthough syphilis screening in high-prevaence areas has been identified as extremdy
cost-effective, more so even than childhood immunizations.

Delivery complications Mothers responding to the KAP survey were asked about
complications experienced during the most recent pregnancy. The results show that, as
expected, common complications include hemorrhage, prolonged labor, and infection
(see Chat 19) Less than hadf of women with a complication (42%) report going to a
hedth center or hospitd for the complication, with another 28% reported being cared for
by atraditiond birth attendant.

2 Antihelminthic treatment and hemoglobin concentrations during pregnancy, H Torlesse; M Hodges, The
Lancet; Sep 23, 2000; pg. 1083
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Chart 19: Most serious complication experienced during the last pregnancy (KAP 2003)
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Assistance during delivery The use of traditiona birth attendants is very common in the
program area, as it is in Serra Leone more generdly. Many more deliveries are attended
by Traditiond Birth Attendants than by skilled personnd such as a physician or nurse
(57% vs. 24%). This is amilar to the pattern found in the 2003 KAP survey done 9
months earlier (56% vs. 27%). The main difference between the two surveys related to
the level of training of the Traditiond Birth Attendants 2003 KAP survey data indicated
66% of the Traditiond Birth Attendants are tained, whereas 2004 survey data suggested
more than 90% of the Traditiond Birth Attendants were traned. The difference may be
due to intense Traditiond Birth Attendant training activities during the intervening
period, and to the progressve return of trained Traditiond Birth Attendants from the
campsin Guinea

It is concerning, however, that the women getting access to skilled personne are not
necessxily those who need it the mod, as illusrated in Chats 20-22: women
experiencing serious complications during ddivery are no more likely to have access to
skilled care or even a trained Traditional Birth Attendant that women who do not.  Access
to skilled care gppears much more related to education and household income than to
actual need.

Charts 20-22: Accessto skilled care, stratified by various factors
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Most of the traditional birth attendants have received some western traning, many of
them in camps in Guinea where they may have recelved as much as sx months of
indruction and mentoring.  Four in five mothers (83%) assisted by a Traditiond Birth
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Attendants report that a kit was used during the ddivery. One in seven (13%) ddiveries
are attended by a relative or spouse, and three percent of women reported giving birth
aone.

Mother's knowledge of referrd dgns during pregnancy and ddivery varied, but is
generdly low:

Chart 23: Signs of danger during pregnancy and delivery cited by mothers
| | |

Delayed labor | 44%

Hemorrhage

Severe abdominal pain | 25%

Fever 159

Retained placenta 13%

Oedema || 4%

Convulsions [] 1%

0% 10% 20% 30% 40% 50%

Four out of thirteen facilities have plans in place to evacuate women experiencing labor
complications towards Koidu hospitd. None of the thirteen communities sampled during

the hedth facility assessment had plans in place to evacuate women from the community
towards the nearest hedlth facility.

Post-delivery care for the mother Nearly three-fourths (72%) of mothers report having
received a check-up within a week of ddivering. Of these vidts, 70% were done by a
traditiond birth attendant, and 16% by hedth personnd. Hedth personnd took certain
actions, paticularly checking for anemia, most often than traditional birth attendants,
although both often failed to check important aspects of a mother’s hedth post- partum.

Chart 24: Actionstaken during the mother’s post-partum visit

Check for bleeding #ﬁ%&

Check for fever I 17%
1 27% TBA

Check of anemia 9% @ Health professional
| 46%

i . 0,
Check for vaginal discharge ﬂ 18%

0% 20 40% 60% 80% 100%

Post-ddivery care for the child Less than one third (32%) of mothers reported breast-
feeding ther child within an hour of birth. Such feeding is traditiondly discarded, as
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cologrum is condgdered “dirty” and of no benefit to the child. A quater (27%) of
mothers reported their child was weighed soon after birth. Of these, only hdf knew the
results of the weighing. Four in five mothers (79%) reported that their child had a post-
natal check. As with mother's post-partum checks, most (72%) of the child's vidts after
birth were done by traditiond birth atendants, and only 18% by hedth personnd. Hedth
personnd checked the child's temperature and weight much more often than traditiond
birth attendants, athough both paid little attention to the child's breathing.

Chart 25: Actionstaken during the child’s post-partum visit
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Mother's knowledge of danger sgns for the neonate after ddivery varied but was
generdly low.

Chart 26: Signs of danger for newborns cited by mothers
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Child spacing and family planning Less than hdf (43%) of children in the KPC survey
have another sbling under five years of age. In totd, 1% of children have a shling less
than a year gpat, and 27% have a gbling closer than the recommended 36-months

spacing.
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Chart 27 : I nterval between interview child and next oldest living sibling, KPC 2004
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There is little use of family planning: only 15% of women who would not like to become
pregnant report using a contraceptive.  The best-known methods are oral contraceptives
and injectables, and they are dso the most used. Only a third of women report having
heard of condoms. Methods tha women do not report knowing or using include
Norplant, femae condoms, vasectomy, tubd ligation, coitus interruptus and the “safe
days’ methods. Mogt of the women in the survey (92%) said they would prefer to access
famly planing savices in a hedth fadlity, with only 3% dting traditiond birth
attendants. Of note, 18% of women in the KPC sample reported being pregnant.

Chart 28: Knowledge and practice of family planning methods

! 4% | | | |
Pills F .
Injectables - 8% | | |
T ‘ | 744 0
0%
Male condoms | Tk
i 6%
Abstinence _!l 7%
0% Use
P -:l % O Know
Total contraceptive prevalence F 15%
0% 20% 40% 60% 80% 100%

Family planning decisons are often ddegated to others: Only 12% of women sad they
would make the decison on their own, with another 33% sharing the decison with their
husband. Almost hdf (43%) delegate the decison to their husbands, with 12% leaving it
to parents or to others.

Sexually-transmitted infections and HIV More than two-thirds (71%) of the women
interviewer during the KPC survey report having heard of sexudly transmitted infections.
The mogt common cited symptoms include lower abdomina or other pain (39%), pus or
foul-smelling vagind discharge (35%), sores (8%), and bloody urine (7%). Nearly dl the
women (97%) said they would go to a hedlth facility for trestment of these symptoms.
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The vast mgority of women have heard about HIV, and there is rdatively good
knowledge about some means of transmisson, but knowledge of mother-to-child
transmisson isamost nil. Knowledge about protection is very limited.

Chart 29: Knowledge of means of transmission and protection from HIV infection
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Nutrition

Malnutrition rates (weight-for-age) are reatively low, dthough high enough to account
for a subgantid portion of child mortdity and morbidity: 15% of children are
underweight, 4% severdy 0.  Manutrition increases with age, following a pattern
smilar to diarrhea (see Chart 30).

Chart 30: Pattern of malnutrition by age group
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Malnutrition and food security The patern above is typicd of dtuaions in which
weaning, rather than food security, is the man cause of madnutrition in young children.
Over 90% of children ate at least two medls a day. Indeed, there was no sgnificant
association between manutrition rates and number of meds taken the previous day, a
proxy for food security.

Chart 31: Malnutrition and food security

31%
22% 23%

30%

20%

10%

Prevalence of underweight

0% T T
1 2 3 or more

Number of meals taken by the child in
previous 24 hours
Malnutrition and disease The mutudly reinforcing association between manutrition
and disease has been wel-documented in children. Based on Chart 18, we can loosdy
estimate that, among underweight children, poor nutritiona status is responsble for about
a fifth of the febrile illnesses, a third of the diarrhed episodes, and haf of the respiratory
illnesses—a formidable burden.

Malnutrition and socio-economic status There was a sgnificance difference between
children of traders, miners, and professonds on one hand, and peasant farming and
unemployed workers on the other. Interestingly, there was no association between
maternd activity and manutrition.  People in Kono often assume that the wages tha
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miners ieceive is largey sgquandered, but it seems that some of it a least is spent in ways
that protects the child from manutrition.

Chart 32: Malnutrition prevalence and activity of the head of household
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Vitamin A coverage 94% of children have received vitamin A a some time.  Children
receive vitamin A from a variety of sources 56% a a hedth facility, 28% a an oureach
pog, and 16% during nationd immunization days. This suggests that the current regular
program has good coverage, and campaigns are probably not needed.

However, efforts are needed to make the coverage more frequent: in the past, children
were given vitamin A a 9 months of age only. As a consequence, only 15% of children
have received vitamin A within the last six months. Less than a third (31%) of mothers
took vitamin A after delivery.

Government policy has recently changed to dlow community hedth workers to didtribute
vitamin A. Traditiond Birth Attendants have been chosen to take this role, because of
their wide coverage —every village has a least one Traditiond Birth Attendant— and
because of their excdlent knowledge of the ages of young children in the village.

Exclusive breast-feeding is infrequent. Among children less than sx months old, 36%
are reported to be exclusvely breast-fed by their mother; but, looking at the actud dietary
history of the children, it appears only 14% did so. By far the most common additiona
ingredient is water: the vast mgority (88%) of children under 3 months have been given
water in the last 24 hours. If mothers did not give water, the prevdence of exclusve
breast-feeding before 6 months of age would rise to 84%. Eliminaing waer from the
diet of young infants will not be easy, however, as it is a deeply rooted tradition. Water
is conddered a “source of life’, as vaduable for infants as it is for older children and
adults.

Introduction of weaning foods appears to take place a an appropriate age, athough

30% are fed prematurely before sx months of age, and 20% of children 6 to 11 months of
age do not receive enough solid food (see Chart 33).
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Chart 33: Number of types of solid foods eaten in the last twenty-four hours, by age.

100%
80%
60% O 3 or more
02
40% 1
None

20%

0%
0-2 3-5 6-8 9-11 12-14 15-17 18-20 21-23

Breast-feeding duration is adequate: few children are weaned off prematurely.

Chart 34: Persistence of breast-feeding by age group
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Choice of food is less optimd, however. Among children age 6 to 23 months, mogt are
fed only rice with none or only one other food.

Chart 35: Most commonly eaten foods among children 6-23 months
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Feeding during illness is problematic, as it is esewhere throughout the world. More
than 65% of children are fed less than usud during the illness, and less than hdf recelve
extra fluids during illness. Furthermore, only a third of children are given more food
after illness.

Chart 36: Food and fluids during and after illness
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Human Resources

All of the work of this program will carried out by people—Traditiond Birth Attendants
and Didrict Hedth Team members dinic nurses and IRC daff.  Human resources
management will therefore be a key determinant of success: these people must be well
motivated and skilled for the program to achieve sustained reductions in child and
materna mortdity. The program’s human resource drategy can be thought of as six
major systems.

- Recruitment: how will the right workers by attracted to the program?

- Training: how will workers be given the skills necessary to perform well?

- Motivation: how will workers be motivated to do their best and stay in their jobs?

- Monitoring: how will the performance of workers be monitored?

- Governance: what decisonswill workers be able to make?

- Communication: how will workers at dl levels communicate with each other?

These sysems interlock with each other: proper monitoring, for example, is an important
motivating tool and can help orient and evduae training. This section will outline the
program’s human resource strategy for each of these systems, at three different levels.

1. Thecommunity leve including Traditiond Birth Attendants and Blue Fag Volunteers

2. Thefadility levd, from community hedlth officers to vaccinators

3. TheDistrict levd, induding members of the Didtrict Hedlth Management Team.

Recruitment

This issue is a primary concern for the community leve, snce workers a the facility and
digrict level have dready been chosen and are not expected to change often. There are
two types of community workers who will play an essentid role in carrying out the
program’'s activities Traditiond Birth Attendants and Blue Hag Volunteers. There is
expected to be &t least one per village.

Job description: determining who the right person is Traditiond Birth Attendants are
community members who are trusted to assst women during pregnancy and ddivery.
Traditiona Birth Attendants have a traditiona role dating back centuries, but the MoHS
has recently recognized their vaue in improving public hedth, and is working to organize
and tran them. Blue Hag volunteers are dl-purpose community hedth workers, it is a
postion recently crested by the MOHS to improve community hedth. In most
communities, the Blue Flag Volunteer dso hgppens to be Traditionad Birth Attendants.
The two types of workers will be treated as one for the purposes of this discusson and
will be referred to as Community Hedlth Workers.

Community Hedth Workers will play a key role in implementing the program, as shown
in Table 5. They will need to have severd attributes to take up this role well, including:
being energetic; having the trust of the community; being a leading and organizing force
in the community; being intringcadly motivated to improve the hedth of thar
community; and being receptive to new ideas and able to learn new sKills.
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Table 5: Tasksto be performed by Community Health Workers

Assisting the vaccinators during immunization outreach sessions
Following up with children who have missed immunizations
Distributing vitamin A to children and new mothers

Selling subsidized ORS packets

Distributing zinc

Selling treated mosquito nets

Distributing iron to pregnant women

Insuring that pregnant women receive intermittent malaria treatment
. ldentifying women who need emergency obstetric care

10. Passing on key health messages

11. Reporting cases of epidemic diseases

12. submitting monthly reports to the closest PHU

13. Insuring that village birth and deaths registers are kept up

COoNOUAMWNE

Recruitment process. finding and attracting the right people Community play the
man role in identifying Community Hedlth Workers  Traditiond Birth Attendants are
dready present in the community; some inherit their podtion from their mother whereas
others are sdf-sdected, but adl can be sad to be chosen by the community because
women choose who will assst them during labor, and Traditiond Birth Attendants must
practice regularly to keep that title. Blue Hag Volunteers are named by village chiefs,
who have been asked to consult broadly before making a decison. This process does not
guarantee that the Blue Flag Volunteer will have the support of the community, but the
fact that most Blue Flag Volunteers so far are Traditiond Birth Attendantsis reassuring.

The recruitment process has favored people who are leaders and have the community’s
trus. They are dso more likely to be motivated by therr desre to improve the hedth of
fellov community members, dthough it can't be ruled out that a few will be primarily
seeking materid gain. In this case, they are likely to be discouraged early on and will be
gradudly replaced. The process does not insure that the Community Hedth Workers will
be able to learn. However, the experience to date with Traditiona Birth Attendants and
Blue Flag Volunteers has been encouraging. Most Community Hedth Workers are eager
to learn new skillsthat can help them be more effective.

Mogt of the Community Hedth Workers have been chosen dready. The same
recruitment process will be used to replace exising Community Hedth Workers or find
new ones as needed.

Training

Community Health Workers will be traned to do ther job effectivdly, which will
involve understanding the rationde of the different interventions, knowing proper
technigue and posology for ORS, vitamin A, iron, and znc, recognizing epidemic
diseeses, recognizing Sgns of danger during pregnancy and labor, filling out reports
correctly, and-ast but cetanly not least—communicating effectivdy with fdlow
community members. For example, Community Hedth Workers will be trained to assess
and improve the percaved sdf-efficacy of caregivers. PHU daff will teke the lead in
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training Community Hedth Workers, asssed by DHMT and IRC daff. They will use a
vaiety of occasons, including workshops, regular monthly meetings, and supervisory

vigts.

Table 6: Training for Community Health Workers

Subject Occasion
Rationde for interventions 1-2 day workshops introducing each intervention
1-2 day workshops introducing each intervention, followed
Posology for drugs up & monthly meetings and during on-the-job supervision
Recognizing danger Sgns 1-2 day workshops on emergency obstetric care, followed
during pregnancy and labor up by on-the-job teaching on maternity wards
Recognizing epidemic
diseases and danger Sgns 1-2 day workshops on childhood illness
for childhood illnesses
Communicating effectivey i , .
with caregjvers 1-2 day workshops with role playing
- 1-2 day workshops introducing each intervention, followed
Flling out reports up during reviews of the reports at monthly meetings

PHU daff will be traned to provide quaity curalive care, to provide preventive
intervertions a the hedth facilities, to tran and supervise Community Hedth Workers,
and to monitor the progress of public hedth interventions in their catchment arees.  PHU
gaff will dso be trained to paticipate in quality assurance and improvement. DHMT
and IRC gaff will provide this training, which will occur in workshops, during monthly
mestings, and during supervisory vigts, PHU saff will be trained in qudity assessment
and improvement by participating in digtrict-wide quality assurance teams.

Table 7: Training for PHU staff

Subject Occasion
Quadlity assurance process (identifying standards, assessng
Providing quality curative current performance, drafting and implementing
and preventive care recommendations, assessing follow-up performance)
Supervisory vists
Training Community Hedth 1-day training-of-trainers workshop before each intervention
Workers traning
?gxlsvngrgggmumy Supervisory vists and on-the-job training
Training vigts to review coverage cdculaions
Public heglth monitoring Supervisory vists
Monthly mestings to review data from information systens

DHMT staff will be traned to monitor public hedth interventions in the didrict as well
as to tran and supervise PHU gaff. These are complex tasks, and doing them well will
require building sills in a number of different areas usang computer Soreadsheets for
information management; leading the qudity improvement process, and monitoring the
performance of PHU gaff as they supervise Community Hedth Workers.
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Table 8: Training for DHMT members

Subject Occasion
. . Smadl group sessons with other DHMT members, IRC
Traning of trainersin managers, consultants, and visiting advisors
subjects above
1-2 day workshops
. , Quality assurance process (identifying andards, assessng
Supe_rws ng for qudl_ty current performance, drafting and implementing
curative and preventive . .
care recommendations, assessing follow-up performance)
On-the-job training during vigits
Smadll group sessions with other DHMT members, IRC
Public hedlth monitoring managers, consultants, and vigting advisors
One-on-one training with IRC gtaff and vigiting advisors
Using computers for public - . . .
heaith monitoring One-on-one training with IRC gaff and visting advisors
Motivation

Motivation is a mgor concern when, as in Kono, there is much work to be done and few
financia resources to do it with. The motivations drategy a each levd is informed by
the IRC's experiences in other countries, and by the specific circumstances of its project
in Kono Didtrict.

Community Health Workers will do the lion's share of the work, as noted earlier. They

will

not be pad, because such payments would make the program completdy

unsustaineble.  Also, research in this area® and the IRC's own experience has shown that
payments are often not an effective tool in the long-term. Instead, the program will rely
on avariety of different factors:

Intrinsc motivation Interest in community hedth has been and will continue to
be a mgor factor in recruiting Community Heath Workers, as noted earlier. The
IRC's experience in Rwanda and DR Congo has shown that it sometimes takes
two steps to recruit the properly-motivated individuas initidly, the dlitter of a
new project attracts people who are intereted in monetary gain. These
individuals quickly drop out when the nature of the work becomes clear, and are
then replaced by others whose objectives are more in line with those of the CSP.
Training is an enormous motivator in any context, but paticulaly so in a
province which has been neglected for decades, and where education is rare and
sillsare a apremium.

Prestige The activities carried out by Community Hedth Workers will include a
number that may increase ther datus in the community. This is particularly true
for activities tha involve handing out pharmaceuticad products such as iron,
vitamin A, ad zinc. This is in addition to the generd prestige that may come
from paticpating in immunization sessons, being invited to traning, and beng
visted by PHU and DHMT daff.

3 Tien et a., Community Health Worker Incentives and Disincentives: How They Affect Motivation,
Retention, and Sustainability, Working Draft, August 2000
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- Income-generation The activities carried out by Community Hedth Workers
will indlude some that will generate income for them, such as the sde of mosquito
nets and ORS packets. This assumes that there continues to be supply of free
ORS packets and subsidized nets, as most caregivers in need of the service will
not be able to afford them at current market prices. In the future, didribution of
curdive drugs may aso generate income if MoHS policy changes to dlow
Community Hedth Workers to didribute antimdarid medication or firg-line
antibiotics, as recommended by WHO.

- Seeking community support DHMT, IRC, and PHU gaff will work together to
make the benefits of Community Hedth Workers work visble to community
leaders, and to advocate that these leaders provide in-kind support to the
Community Hedth Workersin return for their work.

- Monitoring and feedback The IRC's experience in other countries has shown
that regular supervison-even the smple collection and discusson of monthly
reports-Hs much more of a motivation than a burden to Community Hedth
Workers.  Such monitoring shows Community Hedlth Workers that their work is
appreciated and has an impact. Monthly meetings dso dlow Community Hedth
Workers to discuss the problems they face in ther work, which can often be
dleviaed by actions from the PHU or Didrict daff. In Rwanda, smply setting up
a dmple and regular reporting sysem had a dramatic effect in improving the
participation and performance of Community Hedth Workers.

PHU staff are dso essentid to the success of the program. First of dl, they see hundreds
of dck children each day, and the qudity of their work has an immediate impact on
dinical outcomes, and on communities trust in hedth facilities and modern hedth care
Secondly, PHU d&ff are leaders of the Community Hedth Workers in ther caichment
aea a dynamic PHU in-charge can organize and motivate Community Hedth Workers
to have tremendous impact a the community level. The IRC's work dsewhere has
shown that a dynamic, committed clinic manager has an impact tha can be measured in
teems of Community Health Worker retention, increased bednet sdes, and increased
immunization coverage, among other indicators. The program will rdy on the following
factors to motivate PHU Saff:

- Monitoring and feedback As with Community Hedth Workers, PHU staff can
be mativated by the feding that their work is noticed, and by the ability to see the
impact of their work. The IRC and the DHMT will work together to insure that
PHU in-charges meet every month to discuss reports and other data from child
aurvival activities  Furthermore, IRC and DHMT dgaff will vist PHUs and meet
with al staff to discuss reports and data.

- Training will dlow PHU daff to improve thar skills to get more satisfaction of
doing therr job well, and to see the result of their work. As in Rwanda and
Congo, the IRC will work with the DHMT to identify and sponsor high-
performing PHU gaff for occasond training opportunities at the nationd levd.

- Improved work conditions The IRC has dready sarted to provide bicycles to
each PHU through its primary care program, which will help make transport
much easer for immunization and other outreach activities.
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- Participation in decisonrmeking is widdy recognized as an important
determinant of job satifaction. PHU daff will be given the chance to participate
in important decisons through monthly saff meetings, and through participation
in the quality assurance process.

The District Health Management Team plays a vitd coordinaing and motiveting role.
As with the PHU doaff, the impact of a motivated Didrict Team can be measured in
improved qudity of services and improved coverage. They will be motivated in smilar
ways.

- Monitoring and feedback The IRC daff, managers, and technicd advisor will
work with individud members to improve monitoring and data management
skills, and increase their capacity to measure the impact of the Didrict's work.
The IRC managers will dso help to increase the capacity of the Didrict gaff to
present their work on anationd and, if possible, internationd level.

- Training will indude one-on-one interactions and formd training. The IRC will
adso seek out opportunities for participaion of DHMT daff in naiond and
international workshops. In its programs in Rwanda and Congo, the IRC has sent
gx of its Didrict patners to internationd conferences and workshops, in about
half the cases at little or no cost to the programs.

Monitoring

Monitoring the performance of Community Hedth Workers, PHU daff, and DHMT
members is important because it dlows the program managers to direct training and
supervisory resources most efficiently, but aso because it is an important source of
moativation, as discussed in the previous section.  Monitoring tools will vary with each
leve.

Community Hedth Workers will be monitored through:

- Monthly reports and meetings The information from monthly reports—and
checking whether they are submitted a dl-will dlow PHU daff to assess the
commitment and effectiveness of Community Hedth Workers.  PHU daff will
as0 assess Community Health Workers' attendance at monthly meetings.

- On-site supervision will be another important tool. PHU, IRC, and Didrict staff
will vidst Community Hedth Workers in ther villages, review regigers, and
goend time with them on the job to assess their competence and effectiveness.
For example, PHU saff will verify that registers are kept correctly and medicines
dored safdy. Smple one-page monitoring checkligs will hdp PHU daff be
systemétic in their supervisory assessments.

PHU staff will be monitoring through:

- Monthly reports DHMT and IRC gaff will review information from the reports
and andyze dements such as utilization rate and coverage for key preventive
Services.

- On-site supervison will dlow DHMT and IRC daff to assess PHU gaff
performance in the dinic and during outreach activities. As with Community



Hedth Workers, supervisors will use smple checkligts to insure that assessments
are thorough and consistent.

- Evaluation of Community Health Worker activities It is essentid for the
success of the program that PHU dgaff understand that supervisng Community
Hedth Workers is an essentid part of their job. IRC and DHMT daff will assess
indicators such as proportion of Community Hedth Workers participaing in
meetings and giving reports, and the quaity and timdiness of data collected by
Community Headlth Workers, as well as coverage and quality of services provided
by the Community Hedth Workers. These will be consdered a reflection of PHU
leadership.

- Quality assurance surveys will be used to assess the qudlity of preventive and
curative services provided by PHU staff.

DHMT peformance will dso be monitored. IRC gaff and managers do not have
supervisory authority over the DHMT, but will follow key indicators of performance and
communicate with the DHMT. These indicaiors will include the qudity of written and
ord reports, the degree to which DHMT members take the lead in initiaing activities,
and the degree of paticipation in these activities Likewise, the DHMT will monitor
IRC's performance. For example, DHMT members will assess the frequency of IRC
daff’'s vigt to the fidd, and the extent to which the IRC is coming through on its
commitments to provide equipment and training.

Governance

The &bility to make decisons is a key dement in job saidfaction and motivation. The
following are examples of decisons that workers a different levels will be dlowed and
encouraged to make:

Community Health Workers:

- Dediding when to initiate different activitiesin her or hisown village

- Deciding when and how community leaders will be gpproached to improve ther
participation.

- Proposng and implementing solutions to problems identified through the andyss
of program data.

PHU gaff:

- Deemining which activities to prioritize in ther catchment aea based on
monitoring data

- Determining how and when to expand activities within their catchment area

- Proposng and implementing solutions to problems identified through the andyss
of program data

- Soving human resources issues related to the network of Community Hedth
Workersin their PHU catchment area.

Communication

The communication sysem for the program will be essentid as it serves a both a
monitoring and amativating function. The system will have several components:
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A written community health information system which will take information
from village hedth events and Community Hedth Worker activities to the PHU
and Didrrict leve.

A written facility health information system which will take information from
PHU activitiesto the Didtrict level.

Formd ord communication during monthly meetings between PHU daff and the
Community Hedlth Workersin their work area.

Forma ord communication during monthly meetings between DHMT and IRC
managers, and the PHU in-charges for the program area.

Forma meetings between IRC and DHMT managers to review program progress
and data.  There will be a least two types of meetings. a generd monthly meeting
in which the IRC manager meets with the DMO or his representative, to go over
generd issues, and specific meetings with particular members of the DHMT. For
example, the team member in charge of immunization will meet with one or two
IRC gaff once amonth to go over immunizationspecific activities.

Informal communication during supervisory vigts and other occasons, between
dl levds.



Behavior change and communication

The progran's behavior change communication drategy will be multifold and  will

include the following eements, which will be smilar across interventions:

- Interpersonal communication at the community level. For example, a Blue Fag
Volunteer will teach a mother buying ORS packets about recognizing sgns of
dehydretion; a Traditiond Birth Attendant will counsd a pregnant woman about the
best way to take iron supplements. The advantage of this method is that the person
communicating is likdy to know more about the person she or he is communicating
to. Also, interactions between community members are a frequent occurrence.

- Community theatre. IRC and DHMT agents will work with community groups to
organize short skits demongrating key behaviors.

- Interpersonal communication at the health center level, during provison of
curative and preventive services. Currently, litle such communication takes place.
The advantages of this method are that the person communicating has some authority
and pregtige, and, in the case of curative services, the mother of an ill child may be
more receptive to advice. However, consderable training, mogly by example, will
be needed to increase the hedlth center staff’ s capacity to provide this advice.

- Influential persons, both religious and palitical, will be approached by the program
gaff. In Kono, it will be particularly important to gain the trust and cooperaion of
traditiond chiefs a village and higher levds as they can mobilize consderable
community resources. This will be a chalenge, as some chiefs have in the past been
more committed to community improvement thet others.

- Visual support in the form of laminated cards, posters, and lesflets with key
messages will be designed and drawn by loca artists and distributed to hedth centers
and community leaders.

Messages and meaterids developed by the Child Survivd Program will be based on
formaive research to understand key obgtacles, opportunities, and motivators.  This
formative research will take severa forms:

- Individua interviews with members of the target audience including mothers,
fathers, other caregivers, and sociad leaders. The interviews will focus on obstacles
and opportunities for current as well as desred behaviors. The DHMT and IRC will
conduct these interviews under the close supervison of the Child Survival Program
Manager.

- The manager will use the initid information gathered to organize a Doer/Non-doer
analysis and to tran daff in this technique. She will receive technica assgance
from the Reproductive Hedth Senior Technicd Advisor at the IRC headquarters who
is an experienced practioner.

- The manager and her daff will then work with Community Hedth Workers to
implement trials of improved practices, in which those workers will counsd and
negotiate with mothers to encourage adoption of behaviors that improve child
aurviva, based on the ingghts from the previous inquiries.

The IRC will work with loca World Vison daff to conduct this formative research.  This

will enable the daff of both organizations to gain practice in these important techniques.

Joint work will facilitate sharing of the information, which will be important snce both
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organizations work in culturdly smilar areas, and mogt if not dl of the research
conducted by one organizaiton is likely to be hepful to the other. Some of the research
will be conducted in World Vision project aress, other partsin the IRC aress.

Once messages ae deveoped, they will dso be discussed with Village Hedth
Committees and Community Hedlth Workers, who will be expected to understand their
rationde and to disssminate the messages during formd and informa encounters with
fdlow villagers. The Community Hedth Worker, in particular, will be epected to share
messages during her dinicd  encounters, which is a time when caregivers may be
particularly receptive to preventive advice.
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Quality assurance and improvement

Quadlity assurance processes will play an important role, particulaly a the PHU and
Didrict levd. Qudity assurance will serve as a paticipatory training tool to improve the
qudity of care a hedth centers, but aso to improve preventive services a the community
level and to identify and resolve important problems a the Didtrict levd.

The quality assurance and improvement processis based on severd key principles:

- A team gpproach: teams of 4 to 6 people will be formed to identify mgor
issues and address specific problems identified during the process, such as the
irregular supply of vitamin A to Community Hedth Workers or a chronic
shortage of immunization antigens a the Didrict leve. The teams will be
drawn from al the groups likdly to be needed in implementing a solution.

- A sysematic approach: teams will be trained in the use of tools, most notably
the flowchart, to see processes in their entirety. The emphasis will be on
analyzing sysems rather than blaming people.

- Daa gaheing: this will sarve saverd important functions.  Frg of dl, it will
let team members know the scale of the problem, as well as specific aress in
which intervention is needed. Secondly, it will st a basdine by which
progress can be measured. Thirdly, it will serve in some cases as an advocacy
tool.

- A dient focus this is a key component of qudity assurance, and will be a
condderable change from the current practice.

Teams will identify the problems that have the most impact on hedth. They will assess
the scade of the problem through “quick and dirty” operationd dudies. They will then
desgn solutions and test them on a smdl scde to measure effect. Findly, the team
members will go from hedlth center to hedth center to present the assessment data and
implement solutions.

Quadlity assurance is both easy and difficult to teach. It is easy to teach because it is best
learnt in a handsson manner. It's hard because, idedly, it requires experienced
practitioners to spend consderable time coaching the process. The IRC will take the
following steps to increase its cgpacity in this area, so that it can incresse the capacity of
itslocdl partners.

- The IRC headquarters backstop, who has some quality experience, will
continue to increese his skills through reading, interaction with specidists a
the Quaity Assurance project and time spent with quality teamsin thefied.

- The fidd program manager will increase her <kills through interaction with
the headquarters backstop, reading, and through actua practice.
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Integrated Management of Childhood llinesses

Integrated Management of Childhood Ilinesses (IMCI) is a framework designed to tie the
various interventions targeting different threets to child survivd. In fact, the IMCI modd
isevolving into two digtinct frameworks.

Community IMCI (C-IMCI) is a framework designed to give coherence to community
interventions. There are three mgor gods in the C-IMCI modd: to improve care-giving
and care-seeking <kills at the household levd; to improve the qudity of services avalable
a community leve; and to improve links between communities and hedlth facilities.

Facility IMCI is a set of protocols desgned to insure that children seen a hedth facilities
ae evduaed correctly, and that no mgor childhood disease or preventive actions are
missed during a dinic encouter. In the IRC's experience in Rwanda and Congo, C-
IMCI has been very hdpful in outlining the key drategies necessxy for successful
community hedth programming. Facility IMCI has been condgderably less useful, for a
number of reasons. The training required for IMCI a this leve is expensve and time-
consuming. The process of determining protocols a the nationd leve and training
traners has taken years. Facility IMCl essentidly condsts of a series of protocols
mandated from above, and does little to hep managers undersand why qudity of care
has been poor, and what steps might be needed to improve not only skills but attitude and
motivation a hedth facilitiess. The sheer scope of the protocol can be discouraging to
agents of an under-funded public dinic sysem in a developing country: the gap between
actual and desired performance is overwheming.

The IRC and the DHMT have and will continue to use the GIMCI model to organize its
community activities. ~ These activities outlined in the intervention sections, can be
categorized according to the three arms IMCI framework:

- Activities that improve care-giving and care-seeking skills a the household
levd incuding the promation of use of ord rehydraion fluids and recognition
of childhood danger sgns.

- Adivities that improve the qudity of sarvices avalable & community leve
include traning Community Hedth Workers to provide iron, zinc, and
vitamin A supplements.

- Activities tha improve the link between community and hedth facility
include the implementation of a community hedth informaion sysgem, and
the integration of Community Hedlth Workers into clinic outreach activities.

The IRC will focus on qudity assurance tools to improve care a the facility leve.
Quality assurance has a number of advantages, as outlined in the Qudity Assurance
section of this document. In paticular, it is more flexible, less overwheming, and more
paticipatory. However, facility IMCI is a nationd policy in Sierra Leone, and the Child
Survivd Program will support its implementation when training arives a the fadlity
level. In fact, the some of the Program’s qudity assurance tools are likely to be a useful
in implementing faclity IMClI and monitoring compliance.  The MoHS is currently
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adapting curicula for training a the nationd leve, and it is not yet cdlear when actud
implementation will begin.

Partnership

The gaff of the Child Surviva Program condsts of only a few people, whose posts are
currently funded only for a few years. Patnership is therefore essentid in extending the
benefits of the progran to over twenty-thousand beneficiaries for years to come
Different partners are listed below, with a description of how they will work with the IRC
and other partners to improve the hedth of women and children. The DHMT and PHU
daff have been mentioned extensvely throughout the rest of the document and are not
mentioned in this section.

Women' s groups and other community groups

Seara Leone has a rich tradition of community groups. They ae often built on the
interests shared by an age or gender group. They play an important socid role a the
village and Chiefdom levd, and they sometimes have consderable financid clout as
wdl. Any of these groups may play a role in promoting child survivd, but the women's
groups are most likely to because women, as primary care-givers for children in Kono
society, as more likdy to see the need for and potentid impact of a child survivd
program. Women's groups can play an important role in most aspects of the program,
and particularly:
- Serving as a conduit for key messages
- Organizing hedlth events such as outreach vaccination and prenatal sessions
- Organizing to provide support for Traditiond Birth Attendants and other
Community Hedth Workers
- Saving asasource of candidate Community Health Workers
- Heping to rase money for certain interventions, such as the purchase of zinc
tablets or mosguito nets for poorer members of the community.
These groups will be approached gradudly by IRC, DHMT, and PHU &&ff, firs at the
digrict level and then village by village as the program grows.

Community leaders

Village chiefs and other chiefs (sub-Didrict, Paramount) are not an ancient Kono
tradition, but the custodians of a system put in place by British colonizers in the 19" and
20" century. Their role has been controversia—some observers have charged that poor
governance by the chiefs has played an important role in the troubles that have struck
Sierra Leone in the past decades. The inditution has been targeted for reform; recently,
some women chiefs were dected, dthough not in Kono Didrict. In any case, no-one
doubts that they dill widd consderable influence.  Ther influence is both mora and
financid. Chiefs can work with the program by:

- Sarving as aconduit for key messages

- Organizing support for Community Hedth Workers

- Heping to raise money for certain interventions

- ldentifying and giving the authority to community individuds who can hdp

with specific activities.

Didrict-level chiefs will be gpproached in the next few months with a presentation of the
basdline data
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Other IRC programs

IRC operates a number of other programs in the aress, in the area of water and sanitetion,
prevention of gender-based violence, condruction, community empowerment, and
community reintegration in addition to the PHU support program which is now integrated
with the Child Surviva Program. The following are examples of how these programs
can work to improve child surviva:

- Wae and sanitation: building protected wells in villages identified by the
Child Survivd Program’s community hedth information sysem as having a
prevalence of diarrhea.

- Prevention of gender-based violence the appreciate inquiry process, part of

the Child Survivd Progran's behavior change drategy, may turn up socid
obstacles to proper child care; for example, men may refuse support women
financidly during the breest-feeding period. The Child Survivd daff may use
the expertise of GBV prevention program daff in addressing this and similar
issues. More pragmaticaly, snce both programs involve congderable
community fidd-work and may work with the same community partners, they
may pool transport or other resources.
The child survivd gaff will dso work with the GBV program daff to extend
women's literacy programs currently running on a smdl scde. The IRC is
currently seeking funding to facilitate this expangon, as wdl as technicd
materias.

- Condruction: some PHUs will have to be modified to receive solar
refrigerators.

- Community empowerment and reintegration: this program may aso be able to
share transport and other resources as staff does community work in the same
villages. Also, the Child Sunvival saff may ask their colleagues to work with
asocigions of Community Hedth Workers to hdp develop income-
generating and other projects. The community empowerment saff and the
child surviva doaff will work together with the communities to advocate in
prioritizing hedth care for their children as a priority expense.

World Vison
World Vison supports more than thirty clinics in Kono Didrict, with USAID and other
funding. World Vision has been in Kono for severa years, and is committed to continue
supporting the Didrict as it makes the trangtion from rdief to development. World
Vidon is dso an experienced child surviva organization with condderable technica
resources. World Vison and IRC managers can work together in many ways.
- By working to harmonize the terms by which both organization ded with the
DHMT
- By opening its trainings to daff and patners of the other organization. For
example, IRC is committed to invite World Vison daff to its next LQAS
survey training.
- By working to harmonize their data collection and monitoring efforts
- By sharing data collected
- By shaing the expertise of viditing consultants.
- By colloborating in the development of BCC materids.
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The IRC Progran Manager and Technicd Advisor have dready met with the World
Vison Hedth Coordinator. The Program Manager will continue to meet with her on a
regular basis.

CARE Internationda

CARE has receved a Child Surviva grant for its program in Koinadugu Didrict, which
neighbors Kono to the north. CARE's program shares many festures with the IRC
program, including a context of great poverty and poor hedth indicators, a partnership
with the DHMT, a focus on community-level interventions, and three intervention aress
immunization, mdaria, and maernd and newborn care interventions.  Some of the ways
in which the two organizations have areedy collaborated include:

- Initid discusson during the gpplication Sage

- Joint hosting of aworkshop to develop a sustainability plan

- Sharing of basdline data

- Vigt of IRC gaff to Koinadugu
Some of the ways in which the organizations will continue to collaborate in the future
indude:

- Regular cross-vigts

- Sharing training curriculaand actua sharing sessons

- Working to harmonize hedth information sysems

- Sharing program data on aregular basis

- Jointly hiring and hosting externd consultants

- Jointly conducting mid-term and find KPC surveys

- Sharing results from quality assurance processes

- Sharing any other ingghts or lessons learned from the program.

UNICEF

UNICEF has a considerable program in Sierra Leone, and in Kono Didtrict in particular.
In addition to providing vaccines, immunization equipment, vitamin A, iron, and ORS
packets, UNICEF is currently supporting severa PHUs in Kono, and using the Didtrict as
a pilot gte for IMCI implementation. Unfortunately, attempts to contact UNICEF have
not yet proven successful. Nevertheess, there are a number of ways in which UNICEF
will play an important role in the Child Survival Program:

- Continuing to provide inputs

- Sharing data and lessons learned from both organizations PHUs

- IRC may be adle to apply successful UNICEF innovations in its pilot aress,

and vice-versa
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Sustainability

The IRC and the Kono DHMT, jointly with CARE, received technicd assstance from
CSTS+ to develop a sudanability monitoring plan, dong the lines suggested in the Child
Survivd Sudanability Assessment Tool.  The technicd assdance condsted of the
following dements.

1. Emal and phone guidance as IRC fidd saff worked with the DHMT and ther
counterparts at CARE to develop abasic vison and dements for sustainability.

2. On-dte assgance a consultant specidized in sugtainability measurement traveled
to Freetown to facilitate a 3-day workshop in which IRC and CARE déff, and
their partners, worked to develop a joint sudtainability vison and gods In
addition, indicators, indicator definitions, data sources and measurement
processes were drafted with respect to the sustainability components.

The process dlowed both organizations to focus not just on the immediate actions that
may improve child survivd, but dso on the underlying conditions and capacities that
need to be in place for any gains to last. The process has been described in detail in a
workshop report, as well as in the CSSA tool itsdf. We will here just present the vison
and the draft indicators that resulted from the workshop. Please note that these are in draft
form only. Once the sdection of sustainability indicators has been findized with partner
groups, the indicators will be fully developed and included in the M& E plan.

Project vison

More girls are daying in school longer, with postive consequences, including later
marriage, grester cgpacity to follow ther children’'s hedth. Mogt children are wel
nourished. Both women and men take equa responshbility in ensuring the hedth of thar
children. Hedth facilities are well equipped accessble and wel attended for both
curative and preventive sarvice with traned and motivated gaff. Communities openly
discuss, paticipate and come up with solution in addressng ther own hedth problems.
Nationd and community leaders, as wdl as locd and internationd organizetions, are
accountable and transparent.

Draft indicators

I ndicator Definition Data source

M easurement process

Dimension one - component two: Health and Social Services Approach and Quality

1. Percentage of PHUsthat have a
score of 5/5 on basic PHU inspection DHMT/IRC supervision
management checklist.

2. Percentage of patient encounters Monthly  joint DHMT/IRC
with children under 5 years, that Health center supervision; look at records for
indicate correct treatment for records 10 most recently treated
malaria, ARI, and diarrhea. children

3. Percentage of patient encounters

with children under 5 years, that
indicate correct diagnosis of
malaria, ARI, and diarrhea.

DHMT/IRC spot-
check

Sit in on curative consultation
for at least 10 children




The annua number of new visits

of children under 5 years, per Monthl}/ PHU . Calculation made monthly from
. reports; population
1,000 in the catchment . reports
. lists
population.
5. Percentage of potential target of
under 5 children that underwent PHU reports Monthly review
aclinic consultation.
6. Percentage of communities that

provide a monthly report on
epidemic  diseases in the
community (e.. measles,
cholera, meningitis).

PHU community
report register

Monthly supervision visit

Dimension two - Component three: Local Organizational Capacity

Active PHU management

7. Percentage of communities with | committees meansthose Visitation on monthly basis,
active PHU management | committees that have produced | PHU Documentation | examining PHU
committees. minutes for at least 4 meetings documentation.

per year.
New management and

8. Number of new management|supervisory methods, learned .
and supervisory methods learned|and applied would include those| DHMT reports g?n/mhgf DHMT reports every
and applied by the DHMT. such as LQAS, survey methods, )

Epi info, Excdl.
Making payment for essential

9. Percentage of PHUs making|drugs within the stipulated time
payment for essential drugs|means that the PHU has both the| DHMT Drugstore |Quarterly
within the stipulated time. payment receipt and the drugs

purchased.

10. Percentage of DHMT
completely filled standard report District health office [ Monthly
forms.

Dimension two - Component four: Local Organizational Viability

Proposals are written documents
requesting grant/resources. To

11. Number of proposalsfrom receive funding means that the | Project reports
CBOs, DHMT, VDCsthat proposal is approved for support| MOUs Yearly
receive funding. and proposal activities have|Contracts

been implemented within the
last twelve months.
Community interventions

12. Number of community |nvaV| ng act|V|t|.es such as
interventions that involve at g‘;ﬂ;ura] funpdr?rﬁzig g’:;:; Community leaders | Written reports
least 2 local organizations involve at least two local

organizations (NGOs, CBOs).

13. Number of outside consultants
that areinvolved in local - .
interventions. Communities project Yealy

reports
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Dimension three - Component five: Community Capacity and Competence

14.

No. of new latrines constructed
yearly by the communitiesin the

New latrines constructed means
additional latrines constructed by

KPC
Actual counting

Annua review of
DHMT/VDCs reports and
field observations carried out

catchment areas communitiesin agiven year DHMT reports
quarterly.
15. Community attendance at health|# of health education gatherings [PHU and IRC .
education gatherings with moderate or large crowd reports Yearly report review

16.

No. of active women’s groups

No. of villages with an active
women’ s group

Field vist with
group chairladies

Yearly review

Dimension three - Component

six: Ecological, Human, Economic, Palitical and Policy Environment

17.

Number of scandals involving
government ministers reported
in the press over the previous
twelve months.

Newspapers: Awoko
Fo di people

Annual staff review

18.

Percentage of mothers in the
catchment areas that can read.

Read means mothers who are
directly observed reading pre-
written materials.

KPC-LQAS

Annual

19. Number of girls in form 3 and Secondary  school | IRC staff will visit secondary
abovein the catchment area. principal schools

20. Percentage of children 0-23
months who live in a household KPC Annual

with a covered (or VIP modd),
fly-free toilet.

Next steps for the sustainability processinclude:
- IRC Managers and the Technicd Advisor will continue to work with CSTS and
CARE to refine these indicators.

- IRC fidd gaff will begin callecting basdine data for these indicators.
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Choice of interventions

The choice of interventions is the same as in the gpplication. Much of the reasoning
remans the same. The mgor change is that much more information on nutrition is
available, principdly from the KPC survey:
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Immunization was included as the KPC confirmed that immunization coverage is
extremely low, particularly for meades.
Interventions to control diarrhea, malaria, and pneumonia were included as PHU
and KPC data corfirm that these diseases are very prevdent—and presumably deadly—
in the program aea, and that services desgned to prevent them have very low
coverage.
Maternal and newborn care was included as KPC and KAP data confirmed that
quaity and coverage of prenatal, obgetric, and podst-nata care needed to be
improved.
Nutrition was not included for avariety of reasons, including:
o0 A rddivey low prevdence of manutrition, when compared with other
disagtrous hedlth indicators.
o KPC data that suggests-but does not prove—that disease, hygiene and
feeding patterns may play an important role in manutrition.
0 Theneed to prioritize between different concerning issues.
However, the program will address severa nutritiond issues through its other
interventions:
o Vitanin A supplementation in children will be addressed through the
immunizetion intervention
0 Zinc supplementation, proper feeding during illness, and the promotion of
exclusve breast-feeding in children will be addressed through the diarrhea
intervention
0 Ealy bresst-feeding, vitamin A and iron supplementation in women will
be addressed through the materna and newborn care intervention.
HIV prevention was not included, because it was fdt the program could not
adequatdly address this issue with its limited resources, and other problems were a
more urgent priority for child surviva. However, the presumed high STD prevaence
and low knowledge about HIV prevention methods are concerning, and suggest that
the conditions are right for a surge in HIV prevdence. IRC will seek to address this
issue through other programs.
Child spacing and family planning were not included, because these interventions
are unlikely to be successful if high child mortality is not addressed fird.
Tuberculosis control was not included because there is no data to suggest it is one of
the top issues affecting child surviva in Kono, and because of IRC's lack of
experiencein TB programming.



Major objectives and indicators

Objectives and indicators Meth. Frequency Current 2008 Goal
1. Increase the proportion of children who are correctly _

immunized againgt tuberculosis, diphtheria, polio, tetanus, Mid-

pertussis, and measles LQAS termand 26 80
Indicator: % of children 12 to 23 months with recorded complete find
immunization before their first birthday
2. Increase the proportion of children receiving supplemental _

vitamin A, which decreases mortality from meases and from Mid-

other diseases LQAS termand 15 50
Indicator: % of children O to 23 months who have r ecaived vitamir find
A within the last six months
3. Increase the proportion of caregivers who wash their hands

with soap on key occasions Mid-
Indicator: % of mothersof children 0to 23 monthswhowashtheir |LQAS termand 4 30
hands on 4 key occasions (before food preparation or feeding find
child; after defecation or cleaning the child)
4. Increase the proportion of children less than 5 years of age Mid-

who sleep under a correctly treated bed net
Indicator: % of children 0-23 mos who slept under a correctly LQAS terr_n and 1 30
treated bednet the previous night find
5. Increase the proportion of women who receive intermittent _

preventive malaria trestment during pregnancy Mid-
Indicator: % of mothers of children 0 to 11 monthswhogotat LQAS termand 0 30
least one intermittent malaria preventive treatment during their find
most recent pregnancy
6. Increase the proportion of caregivers who recognize breathing- Mid-

related danger signs LOAS  t d 7 30
Indicator: % of mothers of children 0 to 11 months who recognize Q eman
rapid or difficult breathing asa danger sign for childhoodillness find
7. Increase the proportion of women who receive at least 2 TT Mid-

immunizations
Indicator: % of mothers of children 0 to 11 months who have LQAS terr_n and 39 60
received at least 2 recorded TT immunizations find
8. Increase the proportion of women experiencing delivery

o . ) KAP :

complications receiving care from a skilled attendant (baseli Mid-
Indicator: % of mothers of children 0 to 11 months having / term and 27 35
experienced a serious delivery complicationswho delivered at a ne) find
health facility LQAS
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Program Description by Objective, Intervention and Activities
Immunization

Problem statement

Vaccine-preventable discases ae mgor killers in Kono Didrict, including meades

and tetanus as wel|l as diseases like diphtheriathat may be diagnosed as pneumonia

Manutrition is reaivey common, suggesting that vitamin A deficiency contributes

to mortdity from meades and other vaccine-preventable diseases.
Coverage for childhood immunization is very low. A dgnificant percentage of
children never have any immunization contact, and very few complete dl ther
immunizations by age one.

Vitamin A coverageis high but many children receive vitamin A late.
Hedth centers have outreach sessons, but not enough to give access to dl children in

their catchment area Caregvers atend in large numbers when the sessons ae

accessble, but there are not enough outreach and clinic sessons to vaccinae dl the
children in the catchment area.  Caregivers often come to sessions too early or too
late, suggesting that they are not educated about the immunization schedule.
Outreach sessions are limited by a number of factors vaccinaors travel on foot, so

they are limited to within a few kilometers of the hedth center; only five of the

thirteen faclities have working refrigerators;, solar-powered refrigerators work well,
but refrigerators powered by gas or fud are not running consstently.
Caregivers keep the cards when they are given, but the supply of immunization cards
isirregular. Cards are often not marked during mass meades and polio campaigns.
There are no systems to monitor injection safety.

Mog of the PHU in-charges do not know the size of ther target population, and they
do not know how to cadculate coverage. The Didrict Hedth Team has computers, but
do not know how to use them to monitor coverage. None of the data from
immunization reports are entered in or analyzed with these computers.

The Didrict Hedth Team is responsble for transporting vaccines from Freetown to

Kono four times a year, but they often do not have fue or a working vehicle to do
this, leading to frequent antigen shortages.

Goal and Objectives
God: Reduce mortaity from meades and other vaccine-preventable diseases in Kono.

Objectives (please note that, for al interventions, key objectives arein bold type)
1. Increase the proportion of children who are correctly immunized against
tuber culosis, diphtheria, polio, tetanus, pertussis, and meases.
2. Increase the proportion of children receiving supplemental vitamin A, which
decr eases mortality from meades and from other diseases.

3. Increase coverage againg yellow fever, as per MoHS policy.

Note materna vitamin A and TT immunization will be addressed in the “maternd

and newborn care” section.
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Strategies
I ncrease cover age by:

1. Increasng caregivers knowledge of the immunization schedule

2. Improving vaccine completion by establishing atickler sysem at the PHUs

3. Improving access by increasing the number of outreach and PHU sessions

4. Addressing trangport issues at the PHUs

5. Addressng supply problems, including vaccine transport and appropriate re-
ordering a the PHU level.

6. Increase the capacity of PHU in-chages and DHMT supervisors to monitor

coverage, both manudly and dectronicaly
7. Traning and orgenizing Traditiond Birth Attendants to give vitamin A to
children under five years of age

Increase quality of
1. thecold chain by:
i.  Working with UNICEF and the DHMT to get solar refrigerators to
five more PHUs
ii. Refurbishing PHUs so that solar powered refrigerators can be
ingdled
iii.  Deveoping and usng sheets to monitor cold chain compliance
2. injection safety by:
iv. Developing and usng monitoring sheets to follow injection practices
before, during, and after the actua injection

I mprove surveillance by:
1. Traning and organizing Traditiona Birth Attendants and Blue Fag volunteers to
report cases of epidemic diseases, including meaedes, acute flaccid pardyss,
tetanus, acute watery diarrhea, and suspected meningitis.

Major Activities

Community

Develop materias to educate caregivers about the immunization schedule

Enrall Treditiond Birth Attendants and Blue Hag volunteers to follow-up on children

identified by the tickler syslem as having missed vaccingtions

Train TBAs to identify gppropriate recipients for vitamin A, and distribute capsules

Egtablish asupply system for vitamin A

Hold monthly data- sharing and monitoring meetings with the TBAs a the 22 PHUs

Establish a community- based surveillance system, including:

a. Desgning areport form

b. Traning Traditiond Birth Attendants and Blue Hag volunteers to recognize
epidemic diseases of public hedth importance

c. Training PHU g&ff to collect, compile, andyze, and follow-up on the reports

N

o0k w
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7. Tran vaccinators and other PHU aff to use the flashcards and to communicate with
caegivers about the immunization schedule, care for the immunized child, and other
issues

8. Train PHU gaff to usethetickler system

9. Work with each PHU in-charge to develop an outreach and clinic schedule that
reaches dl the catchment area

10. Provide each vaccinator with abicycle

11. Tran PHU in-chargesto cdculate targets and coverage, and to re-order appropriately

12. Work with IRC's condruction program to prepare five additiond PHU buildings to
house the solar refrigerators

13. Develop monitoring sheets for cold chain compliance and injection safety

Didrict

14. Hold quarterly coordination meetings between the DHMT and IRC to monitor
immunization performance

15. Asss DHMT with fud and minor motorcycle repairs during a trandtion period of 2
years

16. Monthly meetings with the DHMT EPI Point Person

17. Computerize DHMT immunization data and train DHMT to use it

18. Collaborating with the DHMT and other Kono PVOs, including World Vison, to
share trangport of vaccines from Freetown to Kono

Essential commodities

- Vaccines and syringes will continue to be provided a no charge by UNICEF. As
outlined above, IRC and the DHMT will use qudity assurance approaches to identify
and address systemic problemsin vaccine supply.

- Cold-chain equipment, paticularly solar refrigerators, will be provided by UNICEF.
However, the supply of refrigerators are limited and there are over sixty hedth PHUS
in the Didrict, many of them more remote that the facilities in the program area.  The
IRC will work with the DHMT that a least basic needs are met, and that those
refrigerators allocated to the program area will be placed in the most rationd gte.
Also, once coverage improves, IRC managers will use evidence of high coverage to
advocate to UNICEF for more investment in the cold chain.

- Vitamin A is currently provided free by the MoHS, which receives it from UNICEF
and other sources. Supply has not been a problem to date, but IRC and DHMT staff
will agan use quaity assurance processes to monitor supply and address any
problems.
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Control of diarrheal diseases

Problem statement

Diarhea imposes a consderable burden on young children in the program aea
About one in ten vidts a hedth facilities is due to diarhea, but it is likdy tha far
more cases occur in the community. About one in Sx mothers reported their child
had diarrheaiin the last two weeks, according to the KPC.

The incidence of diarrhea appears to be lowest in the rainy season. Some protected
wdls run dry when the rains sop, and the increased use of stream or unprotected
wells, as wdl as decreased hand-washing, may contribute to the increased incidence.
The use of protected water sources, increased hand-washing with soagp, and improved
nutrition status were al associated with alower prevaence of diarrhea.

Diarrhea incidence increased steadily up to age 12 to 14 nonths, and then declined.
Theincrease in diarrhealincidence is associated with the introduction of solid food.
Compared to other symptoms, diarhea gppeared to generate a medium level of
concern, less than cough but more than fever or difficult bresthing. More than one-
third of mothers recognized persgent skin fold as a sgn of dehydration, but other
important Sgns, including thirst, oliguria, and depressed fontanel, are recognized by
less than one in ten women. Even worse, those symptoms are taken & sgns of other
illnesses and given traditiona trestments that can aggravate the dehydration.

Food and especidly fluids are often reduced or withheld dtogether during illness.
Only onein four children gets fed more &fter illness.

ORS use is high, but fev women have it in ther homes. It is commercidly available
in most villages for the equivaent of |ess than twenty US cents.

Hand-washing with sogp is rddivey common, with more than hdf of mothers
washing their hands on a least two of four key acasions, but less than one in twenty
washing on dl four. There is less hand-washing for occasions directly related to child
care, such asfeeding the child. Soap is made localy and widdly available.

Latrine use is common, but very few latrines are clean and closed. The most common
source of water is streams, but traditiond open wels and closed hand-pump wells are
a'so common sources.

About a third of the villages in the program area have “ORT corners’ in which ORS
packets are available.

UNICEF currently supplies ORS packets for free, but it is unclear tha this will be
sustained.

Goal and Objectives
God: Reduce mortaity and morbidity from diarrheaamong children under five

Objectives
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1. Increase the proportion of children less than five years of age whose diarrhea is
trested with ora rehydration fluids.

2. Increase the proportion of caregivers who wash their hands with soap on key
occasions.



3. Increase the proportion of children whose intake of food and fluid is not reduced
during illness

4. Improve the proportion of children with diarrhea who receive zinc.

5. Increasethe quality of care at PHUsfor children with diarrhea.

Strategies
I ncrease access to and use of oral rehydration fluidsby:
1. Working with partners including the MoHS and UNICEF to identify sources of
sustainable ORS packet supply to the Digtrict and PHUs
2. Improving caregivers recognition of dehydration danger Sgns
3. Extend “ORT Corners’ to cover dl the villagesin the catchment area
4. Having “ORT Corners’ be used not only to didribute ORS, but aso to teach
caregivers to make home- made solutions and teach about danger signs
5. Continueto make ORS available at a subsidized cost of 10 cents
6. Develop a monitoring system to track ORT corner attendance at the PHU and
District village

I ncrease the practice of hand-washing by:
7. Doing agppreciative inquiry research to understand obstacles and opportunities in
promoting the practice
8. Usng Community Hedth Workers to promote the practice, based on the findings
of the research

I mprovethe quality of careat PHUs

I mprove access to zinc by:
9. Working with partners including the MoHS and UNICEF to identify sources of
sugtainable zinc supply
10. Training Community Health Workersto digtribute zinc

Increase food and fluid intake during illnessby:
11. Doing appreciative inquiry research to understand obstacles and opportunities in
promoting the practice
12. Usng Community Hedth Workers to promote the practice, based on the findings
of the research

In addition, Child Survival gaff will collaborate with managers from the water and
sanitation program, which recently received three years of additiond funding, to
identify villagesin the program areathat are in need of improved water sources

Major Activities

Community

1. Deveop flashcards and other materids to educate caregivers about dehydration sSgns
and the value of hand-washing

2. Conduct pilot village-level surveys in which Community Hedth Workers mesasure
diarrheaiincidence in families before and after sustained sogp use
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Continue to train Community Hedth Workers to run the ORT cornes in villages
where they are not yet established

Train Community Hedlth Workers to distribute zinc

Implement areporting system for the ORT corners to monitor ORS use

oA

E

6. Initiate quality assurance and improvement processes, including
- Nominaing of ateam or teams to address diarrhea-specific issues
- ldentify qudity issues that have a mgor impact on hedth, such as welcome,
assessment of dehydration, ORS and zinc supply, and communication with
mothers
- Define correct norms
- Conduct assessment surveys a PHUs to measure performance and identify
gaps
- Dedgnfeasble solutions
Implement the solutions and conduct follow-up assessments
7. Monltor performance of Community Hedth Workers in terms of record-keeping and
communication with mothers
8. Train PHU «aff to follow the coverage of zinc distribution and ORT corners

DHMT

9. Work with the MoHS and donors for IRC's Digtrict support program to identify a
regular supply of ORS packets and zinc tablets

10. Train DHMT members to facilitate the quality assurance process

11. Tran DHMT members to use computers and other toolsto track ORS, zinc coverage

12. Monthly mesetings with the DHMT disease surveillance person to discuss program
data and decisons

13. Conduct operationd research in pilot villages to compare the rdative impact on
diarrhea incidence of feeding, hygiene, water-source, zinc, and Ssanitation
interventions

Essential commodities

- ORS is available free from UNICEF. UNICEF is expected to supply packets for the
foreseeable future, but the DHMT has requested that ORS be sold rather than given a
community leve. This will dlow Community Hedth Workers to generate some
income, and it will prepare the didribution sysem for the time when packets are no
longer supplied free  As with adl commodities shipped from the ouside, quality
assurance processes will be used to identify and address transport and other issues.

- Zinc is not currently avalable in Kono. The IRC will work with the DHMT to
identify an affordable source of zinc tablets. Currently, IRC works with Nutriset, a
French company which makes a sweet-tasting tablet. IRC will work to identify a
meaich funding source for initid orders. Program and partner staff will then work to
build demand, so that zinc can be sold later by CHWSs a dightly above market price.

- Soap is widdy manufactured and available, a prices that are affordable to nearly dl
households.



Control of malaria

Problem statement

Maaria imposes an enormous burden on young children in the program area.  Half of
dl young children atending hedth fadilities are diagnosed with mdaria, and hdf of
al children in the KPC sample had a febrile illness in the last two weeks, a third of
them without any other symptom.

Madaria is holoendemic, with a high number of cases even during the dry season.
Thismay be caused by the persstence of stagnant water poolsin the dry season.

Most children with fever do not receve trestment within 24 hours. Fever as a
symptom agppears to be of less concern to mothers than cough or irritability.

Until recently, the firg-line drug is chloroquine. There is no data from Kono, but data
from nearby didricts makes clear that chloroquine resstance is extremey high. The
government has recently switched its policy to recommend artesunate-containing
combination therapy (ACT), but it is avaldble only in private phamacies in dities, a
a price that is unaffordable to most people. None of the IRC-supported hedth
faciliies have ACT avaldble Mos hedth faciliies continue to digribute
chloroquine.  Sulfadoxing/pyrimethamine is not widely avalable, and data from
surrounding districts suggest that, in any case, resstance to the drug is rising rapidly.
Although people were reuctant to report this to KPC interviewers, anecdota
evidence srongly suggests that most caregivers seek treatment for fever and other
illnesses from traditional heders or unlicensed “pill sdlers’ who are much doser to
them than the hedth facilities. Mogt trest maariawith chloroquine as well.

MOH palicy does not currently alow any treetment by Community Hedth Workers.
Prophylactic treatment with chloroquine during pregnancy is common, but does not
appear to be effective. Thisismost likely because of drug resistance.

Coverage of adequately-trested mosguito nets is close to nil for young children, and
low for pregnant women. However, nets are known and gpparently vaued. The
mgjor obstacles to coverage with treated nets are cost and re-treetment.  Children who
dept under nets, even when not correctly treated, have alower incidence of fever.

Less than hdf of caregivers know that mosquitoes transmit maaria  Other commonly
cited causes include egting sweet foods and stepping on the urine of a maaria patient.
Fever is conddered anormd sgn of early pregnancy.

Goal and Objectives

God: Reduce mortdity and morbidity from madaria among children under five and
pregnant women.

Objectives

1. Increase the proportion of children less than five years of age who receive correct
firg-line treatment for presumed maariawithin 24 hours.

2. Increase the proportion of children less than five years of age who deep under a
correctly treated bed net the previous night.

3. Increase the proportion of women who receive intermittent preventive malaria
treatment during pregnancy.
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Strategies

I ncrease access to prompt quality treatment for presumed mdaria by:

1. Increesng caregivers recognition of fever as a symptom that requires prompt
treatment

2. Working with partners to make ACT available in hedth facilities

3. Improving qudity of care a the hedth fadlities, induding use of correct fird-line
drugs, proper communication with caregivers, and recognition of critica anemia

4. 1f MoHS dlows, fadilitating digtribution of fird-line antimaarias a& community leve

5. Improving the capacity of DHMT and PHU g&ff to recognize maaria epidemics

I ncrease access to correctly-treated mosquito netsby:

6. Organizing Community Hedth Workers to sl long-lasting treated nets available a
subsidized prices

7. Increasng caregivers knowledge of the value of netsin preventing maaria

I mprove access to inter mittent treatment during pregnancy by:

8. Working with partnersto identify an appropriate |PT treatment policy

9. Working with partners to make IPT drugs available in hedth facilities

10. Improving qudity of care a the hedth fadlities induding timely provison of IPT to
al pregnant women who atend

11. If MoHS dlows, facilitating distribution of IPT a community level

12. Increasing peopl€ s knowledge of the value of IPT in improving pregnancy outcomes

Major Activities

Community

1. Devdop materids to educate caregivers about dangers dgns in childhood illness, the
vaue of treated nets, and the value of preventive treatment during pregnancy

2. Tran Community Hedth Workers to provide firg-line mdaria trestment to children
with fever and without other danger symptoms, if MoHS policy dlows

3. Provide subsdized long-lasting treated nets to Community Hedth Workers for resde
a the community level

4. Deveop financid, reporting, and supervisory systems to monitor net sdes and use

5. Tran Traditiond Birth Attendants to provide IPT to women a agppropriate intervas
during pregnancy, if MoHS policy dlows

PHU

6. Initiate quality assurance and improvement processes, including
- Nominating ateam or teams to address mdaria- specific issues
- ldentify qudity issues that have a mgor impact on hedth, such as wecome,
correct diagnods, recognition of criticd anemia, correct treatment, supply
mechanisms, and communicetion with caregivers
- Define correct norms
- Conduct assessment surveys a PHUs to measure current performance and
identify mgor gaps
- Dedgn feasble solutions
Implement the solutions and conduct follow-up assessments.
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7. Implement financid, reporting, and supervisory systems to monitor net sdes and use

DHMT

8. Work with the MoHS and donors for IRC’ s District support program to:

9. ldentify a procurement source for ACTs

10. Identify funding sourcesfor ACTs

11. Work with the MoHS and donors for IRC's Didtrict support program to identify a
procurement source and long-term funding source for long-lasting treated nets

12. Implement a monitoring sysem to insure that eech PHU is vidted regulaly by a
DHMT member

13. Provide medium-term (2-year) support for DHMT trangport, including provison of
fud and minor repairs for motorcycles

14. Tran DHMT membersto facilitate the quality assurance process

15. Tran DHMT members to use computers and other tools in following IPT and net
coverage, Utilization rates, and maaria epidemic patterns

16. Monthly meetings with the DHMT disease surveillance person to discuss data

Essential commodities

- Bednets currently are avalable in Kono at prices tha the mgority of households
cannot afford. Also, most are sold untrested. The IRC will procure long-lasing
treated nets from Vestergaard-Frandsen, a Danish company which markets the
largest, mogt popular form of the net for about $9, including transport to Kono
Didrict. This price is competitive in the worldwide market, but means that the nets
will have to be subsdized for the foreseegble future to reach the families who need
them the most. IRC has dready aranged an initid purchase through its Didrict-
support program, and will seek additiond match funding to secure funding for more
nets. The MoHS and partners are currently submitting an application to the Globa
Fund which, if successful, should insure a supply of subsdized nets for the next few
years. If the application is not successful, IRC will use data from the program to
advocate to other donors for match funding.

- Antimalarials drugs procurement is a magor issue now that artesunate-based
combination terapy is required. This therapy is chegp by the standards of developed
countries but, at an estimated $1 a dose, is out of reach for many poor families. IRC
will work with its partners to identify a procurement and funding source as soon as
possible. In the longer term, other donors, including the Globa Fund, will need to be
found to continue to subsidize these essentid drugs. The IRC has taken a number of
deps to address procurement and funding issues related to Artesunate-based
combination therapy. These include quantifying IRC's Artesunate need worldwide;
identifying partner PVOs who would be able to join in bulk orders, entering into
discussons with UNICEF regarding provison of these drugs and entering into
discussons with MOH decison-makers regarding IRC participation in globa fund
goplications. Serra Leone has agpplied previoudy but not been accepted; we believe
that participation and other PVO participation in the gpplication process may increase
chances of receiving funding from the gobd fund.
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Control of pneumonia

Problem statement

Pneumonia imposes a dgnificant burden on young children in the program area.  One
in five of dl young children atending hedth fadilities are diagnosed with pneumonia,
and one in seven of children in the KPC sample had a respiratory illness in the last
two weeks, the mgority of them associated with fever.

There appears to have been a consderable epidemic of childhood pneumonia in the
program areain 2003.

Respiratory symptoms are strongly associated with nutritional status.

Cough is one of the symptoms that mothers were most concerned about, but difficult
bresthing—a better indicator of serious illnessHs one the symptoms they were least
concerned about. Only one in twenty mothers cited difficult breathing as a danger
ggn. One in five children with difficult bresthing as a primary symptom received
prompt treatment at a hedlth facility.

Trimethoprim iswiddly available & hedth facilities

Treatment by pill sdlers and other unqudified private providers is common, as with
other diseases. MoHS policy forbids trestment by Community Health Workers.

Goals and Objectives

God: Reduce mortdity and morbidity from pneumonia among children less than five
years of age.

Objectives

1. Increase the proportion of caregivers who recognize breathing-related danger
sgns.

2. Increase the proportion of children less than five years of age with difficult breathing
who receive correct treatment within 24 hours from authorized providers.

Zinc treatment, which is expected to have an impact on pneumonia mortdity and
morbidity, will be discussed under the diarrhea section.

Strategies

I ncrease access to prompt quality treatment for pneumonia by:

1. Increasing caregivers recognition of breathing-related symptoms requiring attention

2. Improving qudity of cae a the hedth fadlities, including proper respiratory
assessment and proper communication with caregivers

3. Improving the cepacity of DHMT daff to recognize and address epidemics of
respiratory diseases

Major Activities

Community

1. Develop flashcards and other materids to educate caregivers about dangers sgns in
childhood illness
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2. Provide subddized zinc to Community Hedth Workers for digribution to children
with diarrhea
PHU
3. Initiate quaity assurance and improvement processes, induding
- Nominating of ateam or teamsto addressissues related to respiratory illness
- ldentify quaity issues that have a mgor impact on hedth, such as welcome,
asessment of respiratory Saus, correct treatment, and communication with
caregivers
- Define correct norms
- Conduct assessment surveys a PHUs to measure current performance and
identify gaps
- Dedgnfeasble solutions
- Implement the solutions and conduct follow-up assessments
DHMT
4. Implement a monitoring sysem to insure that each PHU is visted regulally by a
DHMT member
5. Provide medium-term (2-year) support for DHMT trangport, including provison of
fue and minor repairs for motorcycles
6. Tran DHMT membersto facilitate the quaity assurance process
7. Tran DHMT members to use computers and other tools in following morbidity
patterns
8. Monthly meetings with the DHMT disease survelllance person to discuss program

data and decisions.

Essential commodities
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Antibiotics will continue to be procured for the short term through IRC's Didtrict
support program. After the program closes in about a year, cost-recovery is expected
to be an adequate source, because trimethroprim is inexpensve. Antibiotic misuse is
a mgor concen, and program daff and patners will use qudity assurance
methodologies to focus closaly on pneumonia diagnosis.



Maternal and newborn care

Problem statement

Maternd mortdity is high in Serra Leone as a whole, and there is no reason that the
dtuation is any better in Kono. A third of women experience a complication during
deivery, the most common beng hemorrhage, obdruction, and infection, as is
typicaly seen in thistype of setting.

Prenatd attendance and iron supplementation coverage is high, but TT coverage is
low. Documentation of prenatd vigts and specific interventions is poor.

For ddivery, use of hedth fadlities is reaively low, but use of Traditiond Birth
Attendants is very high. Traditiond Birth Attendants are dso commonly used for
post-natd vidts.

None of the communities and very few of the PHUs have plans for obgtetric
evacuation in an emergency.

Mog Traditiond Birth Attendants have some modern traning-some as much as sx
months—and the vast mgority use amodern delivery kit.

Mother's knowledge of danger dgns is rdaively high for some sgns—obstructed
labor, heavy bleeding— but low for others, such asfever.

Most women and newborns have a post-natal vidt, which in most cases is done by a
traned Traditiond Birth Attendant. However, both Traditiond Birth Attendants and
hedth personnd fal to take important actions during these vidts, such as checking
for fever or anemia in the mother or bresthing and weight in the child. However,
nearly dl checked the umbilica cord. Of mothers whose child was weighed, hdf said
they did not know the weight.

A third of women breast-feed within an hour of birth, but only one in seven child
under Sx months of age is exdusvely breest-fed. The vast mgority of young infants
are given water. This is a strongly held belief, as water is consdered a source of life
and hedth, as it is for adults and older children. Colostrum is often discarded as
having no nutritiona vaue.

Neonata tetanus is relatively common. One in seven women has logt a least one
child to the disease.

There is no data on the prevdence of STDs, but STD ae a common cause of
consuitation among adults. Oneis Sx pregnancies endsin sillbirth.

Goal and Objectives
God: Reduce maternd and neonata mortality

Objectives

1
2.

3.
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I ncrease the proportion of women who receive at least 2 TT immunizations.
Maintain the proportion of women who take iron supplementation and decrease the
prevaence of maternd anemia.

Increase the proportion of women experiencing delivery complications receving
carefrom a skilled attendant.
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6
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Improve the proportion of mother-children pars for whom four essentid actions
(mother: check for fever and anemia child: check weight and breathing) are taken
within aweek of birth.

Increase the proportion of newborns who are put on the breast within an hour of birth.

. Increase the proportion of women given vitamin A within amonth of delivery.

addition, the programn may address the presumed high prevdence of sexudly-

trangmitted infections, especidly syphilis through a prenata screening and trestment
program.  Development of such a program, however, will reguire more information
gathering and close collaboration with the MoHS' Reproductive Health Divison.

Strategies
Increase accessto TT immunization by:

gagbkhwbdpE

Organizing outreach clinics to provide prenatal services to remote villages

Improving the scheduling of both outreach and clinic prenatal sessons

Addressing transport issues at the PHUs

Addressing supply problems, including vaccine trangport and ordering at the PHUs
Incresse the capacity of PHU in-charges and DHMT supervisors to monitor coverage,
both manualy and dectronicaly

Decr ease the prevalence of maternal anemia by:

agrODOE

Training Traditiond Birth Attendantsto give iron

Identifying and addressing obstacles to compliance with iron supplementation
Addressing any supply problems

Initiating a prenatal deworming

Encouraging women to egt foods rich in iron—and men to make it possible

I ncrease access to emer gency obstetric care during complicationsby:

=
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Maintaining and increasing Traditiond Birth Attendant recognition of danger Sgns

Increasing caregivers recognition of danger Sgns

Identifying and address obstacles to transfers

Helping pregnant women develop birth plans. The IRC will use formative research
resources available on the CEDPA website and elsewhere to overcome grong culturd
barriers.

Improving transport from PHUs to the Digtrict Hospital

Usng quality assurance processes to improve the qudity of basic essentid obdtetric
care at the PHUSs, including welcome, assessment, and proper referral

Increaseto quality of post-natal care by Traditiond Birth Attendants and PHU saff by:

1
2.

Training Traditiona Birth Attendants and PHU dteff
Usng quality assurance processes to improve qudity of care, including attention to
communication and key post-natal actions, using exit interviews as amaor tool

I ncrease the proportion of children who are put on the breast rapidly by:

1
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Doing quditative research to understand obstacles and opportunities in promoting this
behavior



2. Traning Traditiona Birth Attendants and PHU maternity staff to Soread this message

Increase the proportion of motherswho receive vitamin A after delivery by:
1. Traning and organizing Traditiond Birth Attendants to didribute vitamin A pod-

partum
2. Usng BCG immunizetion as a cach-up time for vitamin A supplementation for

mothers who have not received it immediatdy

Major Activities
Community

1. Traning Traditiona Birth Attendant to give iron and vitamin A supplements

2. Conducting refresher training of Traditional Birth Attendant on  obstetric
complications

3. Conducting inquiries into obdacles which prevent Traditiond Birth Attendants from
referring

4. Implementing solutions to these problems

5. Implement areporting system for Traditiond Birth Attendant activities

U

Work with PHU in-chages and Village Development Committees to establish
rationd outreach and clinic prenatd sessions
Provide bicycles for transport to outreach sites
For TT supply and coverage-monitoring activities, see immunization section
Provide basic essentid obstetric care equipment to PHUs
0. Initiate quality assurance and improvement processes, including:
- Nominating ateam or teams to address obgtetric and post- natal- specific issues
- ldentify quaity issues that have a mgor impact on hedth, such as wecome,
detection of complications, referral system, and post-natal checks
- Define correct norms
- Conduct assessment surveys a PHUs to measure performance and identify mgor
gaps
- Dedgnfeasble solutions
Implement the solutions and conduct follow-up assessments
11. Monltor performance of Traditiond Birth Attendants in terms of referrd
12. Train PHU gaff to follow the coverage of zinc digtribution and ORT corners

DHMT

13. Tran DHMT members to facilitate the quality assurance process

14. Tran DHMT members to use computers and other tools in following TT coverage
obstetric referrads

15. Monthly meetings with the DHMT obstetric care person to discuss program data and
decisons

16. Provide an ambulance for the Digtrict Hospital

17. Equip PHUs and Didtrict Hospita with radio communication

18. Conduct operationa research on STD prevaence; if gppropriate, with the DHMT and
the MoHS to develop a prenata screening and trestment protocol for syphilis

S

B ©o N
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Essential commodities

- Vitamin A procurement srategies are outlined in the immunization section

- lron procurement drategies are dmilar.  Iron is avalable free from UNICEF, and
program gaff and partners will use quality assurance methods to monitor the quality
of supply.

- An ambulance and radio equipment are included in the program budget. The
DHMT has committed to working with the hospitd to insure that the ambulance has
fud and ismaintained regulatly.

- Obgetric equipment has been and will continue to be purchased through the budget
of the Didrict support program.
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Program Monitoring and Evaluation Plans

Current monitoring system
There are currently three mgor monitoring sysems:

Facility reports

These reports are based principdly on the morbidity regiser a the hedth facility; they
adso incdude financid information. They are completed by hand and given to DHMT and
IRC supervisors. They are computerized in the IRC office, usng an Excd soreadshed,
but not in the Didrict. The spreadsheet contains some errors and does not make use of
some agpplicable Excd features. DHMT members get written reports and anadyss based
on andyses of the spreadsheet. There is some evidence that the information is not
adequatdy andyzed, for example, an agpparent epidemic of respiratory diseases that
began in June and July of 2003 was never detected. PHU daff are given limited feedback
on the content and qudlity of their reports.

V accination reports

These reports, which accompany the facility reports, are based on the immunization
registers.  They are also computerized at the IRC office.  Analyss of the data has been
limted so far, in part because catchment areas have been changing as PHUs have been
built and begun operating.

Community birth and death register

Thee are currently beng edablished, with the exact format ill devdoping. At the
moment, the registers are based at the PHUs, with Gommunity Hedlth Workers expected
to reported births and deaths at the community level.  For each desth, Community Hedth
Workers are expected to report a cause; the form includes over twenty possible causes of
degths, including categories such as “mdaia’ or “meningitis’ tha may be difficult for
the Community Hedth Worker to distinguish with any accurecy. There is no data yet on
the system’ s estimated coverage (actua births and deaths reported vs. expected)

How the new monitoring system will differ and overlap

The three sysems mentioned in the previous section will continue. They will be
improved; in paticular, they will be computerized a the Didrict levd, and sysems will
be put in place to insure timey andyss a the community, PHU, and Didrict levd. In
addition, two more monitoring tools will be used: qudity assurance research and a
community hedth information sysem. These changes are discussed for each monitoring
system. Table 9 summarizes mgor festures of the different monitoring systems used.

Facility and immunization reports

1. The soreadshest a the IRC leved will be revised, making maximum use of Fivot
Tables and other functions. Managers will be trained to use these functions to
produce monthly graphs and monitor trends for prevalent and epidemic diseases.

2. The spreadsheet will be transferred to the Didrict office. DHMT members will be
trained to enter and analyze data.
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3.

Didrict and IRC managers will meet monthly with PHU in-charges to discuss the
qudity and content of the reports. During these meetings, DHMT and PHU dtaff
will make decisions based on the facility data.

In addition, there will be smaler meetings to look a individud intervention aress.
For example, IRC daff will meet with the DHMT member in charge of
immunization to discuss coverage, peformance of individud PHUs, and other
immunization issues.

Community birth and death register

1
2.

AW

IRC managers are currently working with DHMT members to smplify the form.

IRC will work with DHMT members to gradudly introduce regigers in each
village, and train Community Hedth Workers to fill out a smple reporting form
and trandfer it to PHU gaff, who will compile it and pass it on to the DHMT, who
will computerize and andyze the information.

PHU in-charges will discuss this information during monthly mestings

This information will aso be passed on and discussed by PHU daff during ther
monthly meeting with Community Health Workers in the PHU catchment area.

Community hedth information sysem

1.

This sysem is currently being developed. The detals of the system are not yet
known, because it is essentid that most input from the sysem come from the
users themsdves. Mgor features include:

- The sygem will collect information from the community birth and death
regiger, and from mgor activities of the Community Hedth Workers,
induding

- Traditiond Birth Attendant deliveries

Vitamin A, iron, and zinc supplementation

Intermittent preventive malaria treatment for pregnant women

Bednet and ORS sales

Epidemic survelllance

- The mformatlon will be compiled by PHU dgaff, and computerized a the
Digtrict leve.

- Andyss and decisonrmeking will take place during monthly meetings of
PHU in-charges, and during monthly meetings of Community Hedth Workers
at each PHU.

Quadlity assurance
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1

2.

Quadity assurance assessments will be conducted for esch of the intervention

areas.

Qudity indicators will be determined by teams nominated by the DHMT for

specific interventions. It is important for qudity improvement to be successful

thet the indicators are:

- Agreed upon and even initiated by those who will then have to implement the
resulting quaity improvement recommendetions

- Adapted to loca conditions yet informed by globa norms and indicators

- Limited in number and focused on the processes that have most impact on
hedlth and utilization of services



- FHexible, and adapted as circumstances change.
assessment of respiratory  status  becomes  wall

For example, if proper
edtablished during patient

encounters, a team may decide to focus on other aspects of pneumonia case
management that had not previoudy received atention.

3. The results of qudity assurance research will be disseminated locdly by the
DHMT through brief reports, and discussed a Didtrict-wide and PHU mestings.
The reports will be compiled annudly by the DHMT and disseminated more
widely with IRC support.

Table 9: summary of monitoring systems

Community HC reports QA LQAS
Community births Consultations by Quiality of care
Kev data Deaths by age/cause  diagnosis indicatorsat PHU  Magjor program
& People served (ORS,  Immunization & community indicators
zinc, vitamin A, iron)  coverage level
Consultation and i\a?:zhec;?/nd tools Questionnaire
Sources Community registers ~ immunization surve Sg giventorandom
register at PHU yS, sample of mothers
observation
Thewhole
: . . M others of
. population. Age Entire population Depends on the :
2 children age 0-11
Denominator group % done by (source: chiefs) method m :an d 12?23 m
MoHS standards
Depends on
Frequency Monthly Monthly method Yealy
Reports from
. Reports from PHU Depends on Complex — refer to
Procedure community to PHU
’ to DHMT ethod t
from PHU to DHMT 0 Metho Srvey repor
Supervision and
quality check PHU+ DHMT + IRC DHMT +IRC DHMT +IRC DHMT +IRC
How DHMT and IRC Compilation and Compilation and Particination in all phases of surve
will participate analysis analysis P P Y
Analysis

Andyss of the datawill take place on the following occasions.
- Monthly meetings with of PHU gaff with Community Health Workers
- Monthly meetings with various DHMT members (e.g. immunization)
- Quarterly generd review with entire DHMT
- IRC/IDHMT géff vidt PHUs
- Monthly mesting of PHU in-charges
- LQAS manud tabulation
Informd interactions between IRC, PHU and DHMT staff
IRC and DHMT daff will be traned by the Program Manager, the Technicd Advisor,
and other interna consultants in the use of computer and other tools to analyze data from
the reporting systems.

Chat 37 gives examples of questions asked and actions teken for each system, a
different levels of the program.

76



CHIS

@ VDCs, women's
Chiefs and other groups
influential peonle

Chart 37: Monitoring and evaluation analysis plan

Community

Health center

PHU staff

District/IRC

DHMT/IRC
managers

Who isdying? Of what?
Do we need to intervene?
Are our activities having an effect?

Organize hand-washing campaign
Request outreach immunization
Alert HC staff re. poss. epidemic

identify problem, poss. solution
Organize outreach immunization
Investigate epidem., alert DHMT

Who's dying? Where? Of what? Do we
need to intervene? Are our activities
working? Isthe report system workin

Consult with PHU staff

Who is dying? Where? Of what? Do

we need to intervene? Are our activiti

working? Are  Community Healt
Consult with village leaders tc

Expand vs. discontinue activities
Change geographic focus
Advocacy, fund-raising

HC reports

Any change in the disease pattern?

Consult with community partners in
villages with low attendance

Organize more outreach clinics

QA activities

Are people coming to the HC? Why? Why
not? Does it have to do with the quality of
services? How is coverage for prev. services?

How is immunization, prenatal
(for IPT) service coverage?
Geographic  pattern?  Any
change in the disease pattern?

Consult with HC staff
Reconsider strategies
Prioritize supervision resources
to low-performing area

Use high performing for ideas

KPC

QA

Work with fellow supervision
area managersto devise solutions
Request more resources

Change strategy

How does coverage in my supervision
area compare to the average? To the
objective? What are the reasons for this?

Are the HC services of good

Are community services of good

quality? Which areas need
attention? What are the causes of

the problem? Possible solutions?

quality? Which areas need
attention?
Adapt  design of  growth

promotion clinics
Focus on specific problems

Quality improvement: redesign,
adapt systems as necessary
Change behavior of staff

rr

Are we reaching our objectives?
Why or why not? Which
intervention or geographic ar
should we focus on? Or learn

Consult with PHU staff to identify
causes of low/high coverage
Expand or reconsider strategies
Change resource allocation
Advocacy, fund-raising

Are the HC services of good
quality? Which areas need
attention?  What are the
causes of the problem?
Possible solutions?

Quality improvement: redesign,
adapt systems as necessary
Focus supervision on problem
areas. Advocacy for suppliers,
national MoHS




Evaluation

In addition to the systems described above, the Child Survivd Program will have three
different types of periodic eva uation:

1. A KPC survey usng LQAS methodology has been conducted at basdline and
will be repeated after two and four years. The main purpose of the repeat KPC
surveys will be to evduate progress towards objectives, and identify aress
program staff and partners will need to focus on.

2. A mortality survey is currently under progress in the program area, and will be
repested in four years. The IRC recognizes that mortality is due to many causes
and is not the best way to messure the effectiveness of a single hedth program.
However, we fed that IRC's several programs in this aea of extremey high
mortdity can and should be expected to have an impact on mortdity over a span
of severd years. IRC will dso use the reaults of the mortality survey to advocae
for match funding.

3. Participatory evaluation will be conducted a the mid-point and end of the
project, usng the methodology developed by Judy Aubd. IRC will recruit an
individua with the right skills and persondity for this type of evauation.

Monitoring and improving HW performance

Performance for Community Hedth Workers and PHU gaff will be monitored usng the
foIIowmg tools, some of which are explained above :

Quality assurance processes, which will assess performance of specific tasks related
to specific dissases. PHU gaff will play an important role in defining the norms for
these evduations.

Monitoring sheets for gpecific tasks. These will in most cases come out of qudity
assurance investigations.

Review of data from PHU and community reports. For example, the extent to which
Community Hedth Workers return monthly reports will be an important measure of
both PHU staff and Community Health Worker performance.

Regular supervison and on-the-job observation.

Performance improvements will be achieved through the following drategies:

Short workshops and trainings

Supervison and on-the-job training

Having hedth workers participate in the assessment process, including the definition
of norms and data collection, and the formulation of recommendations.

Systemic obstacles to good performance are investigated and addressed.

The program manager will work to foster an atmaosphere in which:
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Decisons, including decisons about performance and recommendations for change,
are based on data anadyzed by everyone.

Everyone participates in the monitoring and improvement process

Individuals are held accountable, but are not blamed or judged. Low-peforming
individuals are helped and supported.



Assessing monitoring and evaluation skills

The following indicators will be used to monitor monitoring skills

PHU gaff:

- PHU in-chargeis adle to caculate target population and coverage for mgor services
- Chartsfor key indicators are posted and are clear and up-to-date

- PHU g&ff are able to identify villages with low and high immunization coverage

DHMT:

- Atleast four DHMT members know how to enter data using Excel

- Atleast four DHMT members know how to produce charts summarizing key data

- Atleast one DHMT member knows how to use the Rivot Table function

- Chats for key indicators are produced and disseminated to PHU daff and
Community Hedth Workers

- DHMT members know coverage for their area of expertise

Operational research

Topics for operationa research include:

- Comparison of the impact of different diarrhea prevention drategies, including hand-
washing promation, building of water and sanitation infrastructure, and hand-washing

- Asssssment of different drategies to improve compliance with iron supplementation,
including atria of weekly supplementation

- BEvdudion of the tickler sygem for identifying childlen who have missed
immunizations

- Impact of different pricing srategies on ORS demand and use
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ANNEXES

Annex A. CVsand job descriptions of key personnd at HQ and in thefield

1. Field-based Child Surviva Program Manager CV

AMINA ISSA MOHAMUD

2

2.

' SUMMARY OF WORK EXPERIENCE

February 2002 — November 2003 Tanzania
Preventive health Manager

Responsibilities

Assist the Public Health Officer in identifying training needs and conduct training (regular and
workshop) of all camp staff in preventive health.
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Design and implement an effective preventive hedth program againg various hedth problems
affecting the refugee population

Provide technica support to both Reproductive Hedth Officer and Public Hedth Officer in
implementing the 2003 work plan

Implementation of community based reproductive health services

Desgn and implement effective maaria control strategies.

Advised on the effective utilization of both community hedth workers and traditiond birth
attendants

Asssted the Reproductive Hedth Officer in doing dient exit interview and focus group
discusson with women to endble us desgn and implement effective Family Planning
Srategies.

Asssed Community Hedth Supervisor and Public Hedth Officer in desgning and
developing effective hedth education materids.

Did any other work as assigned by supervisor

In 2003, | participated in the | RC Reproductive Health workshop held in Bagamoyo, Tanzania,
from 26" — 30™ May 2003, on the application of the Behave Framework .

Altsho attendedd a training on Emergency Preparedness and Response held in Ngara, Tanzania from
29" July to 2"° August

March 2001 — November 2002 — IRC Somaliland
Health Project Manager

Responsibilities:

Overdl day to day running of the project.
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Supervidon of dl daff and hedth fadlities activities (maternity section of the main hospitd
and two hedlth centers).

Monitoring and evauation of project activities

Putting hedth sarvices sysems in place — cos shaing (including drug pricing), hedth
information management, and drug managemen.

To develop job description for the staff.

Devdoping and adgpting training curricular for the hedth workers — NursesMidwives,
Auxiliaries, Traditiond Birth Attendants, and CHPs/Community Hedlth Workers.

To write monthly, quarterly and yearly reports, including epidemiologica/dtatistics and cost
sharing reports.

Provide guidance in provison of basic primary hedth care support towards comprehensve
community involvement in the assessment of needs planing and implementation of primary
hedth care.

In August/September 2002, | attended Public Health in Complex Emergenciestraining held in
Mombasa Kenya, by | RC in conjunction with Columbia University.

In 2002, | participated in the Fourth Annual IRC Reproductive Health workshop held in
Budapest, Hungary from 11 — 15" March 2002, and it focused on survey methodology,
including topics such as questionnaire design, sample cdculation, sampling techniques, data entry
and report writing.

In September 2001, | participated in athree-wesk training on Community Based Socid
Development, conducted by Aga Khan Hedth Services Kenya, in partnership with the Aga Khan
Universty of Karachi, Pakistan —in Mombasa Kenya.

June 1999 to February 2001 — COOPI

Primary Health Care Nurse/Trainer

Responsibilities:

= Overall supervision and training of health center Staff in the 4 health centers that COOPI managed.
= Supervision and monitoring of health centers activities.

= Medical supplies management

* Inventory taking.

=  Supervision and training of Hospital staff and health center staff.

Training was mainly on cost recovery, nursing care management, pharmacy management, record keeping and
overall hospital management.

= Monitoring of hospital and health centers activities.
= Data collection and report writing.
= Reporting on the income and expenditure of the hospital.

In 2000 | participated in the following trainings:

- Participated in Syndromic Management of Sexually Transmitted Infection training conducted by UNICEF and
Nairobi University — May 2000.

- Participated in a training of trainers in Syndromic Management of STIs conducted by UNICEF and University of
Nairobi — July/August 2000

- Participated in a 10 day training on Project Design, Research, Data Management and Analysis and Report
writing, conducted by Aga Khan Health Services Kenya, in partnership with the Aga Khan University of Karachi,
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Pakistan — November/December

In 1999 | participated in the following training.
Participated in Essential Drugs Management training conducted by WHO in Hargeisa — Somaliland.

April 1994 to May 1999 - International Rescue Committee (IRC)
| have worked for IRC in different areas and positions:

July 1997 — May 1999 — Program Assistant (Somaliland Program), Nairobi, Kenya.

Responsibilities included:
= Reviewing of monthly field cash summaries and other project expenditures to ensure compliance with
budgets as well as accounting and donor requirements.

= Reviewed grants reports and spending patterns.

= Checking of the program assets and maintained their inventory.

=  Provided orientation to new field staff on IRC field polices and procedures.
= Monitoring of timely submission of field reports.

= Traveled to field sites at least 25% of my time.

- Participated in a Reproductive Health Monitoring and Evaluation workshop conducted by IRC in Aberdare
Country Club, Kenya — August 1997.

- Also participated in another workshop on Monitoring and Evaluation conducted by IRC in the above venue in
November/December 1998.

July 1996 — June 1997 — Bahr El Ghazal — Southern Sudan

Team Leader/Health Sector Manager — Mobile Team/Billing Station
Responsibilities:

= Supervised other sector managers who were involved in training vaccinators and traditional birth attendants
as well as water/sanitation project.

» Training of Community Health Workers

= Supervised and monitored the activities of Primary Health Care Units (PHCUs) and Primary Health Care
Centers (PHCCs) that were covered by the project in both stations.

= Supervised assessments, prepared project proposal, budget, and plans of action for submission to the
Program Officer.

= Assisted team members with project implementation when required.
=  Writing of weekly, monthly, quarterly and yearly reports.

= Maintained good relationship between IRC, donor agencies, government and counterparts, community
leaders and other international agencies including UN.

» Provided orientation to new staff.
September 1994 — June 1996 — Kibungo, Rwanda.
Health Sector Manager/Team Leader.

Responsibilities.

After the program closed down in Bardera — Somalia, | was transferred to IRC Rwanda Program.

Initially | did an assessment of EPI (Expanded Program on Immunization) and assisted in writing a proposal.
Later | assisted the Ministry of Health representative in starting up the EPI program in the Region of Kibungo.
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Later | started a Primary Health Care Project involving three health centers in the region.

Responsibilities included:

= Supervised over 35 local staff and 3 expatriate staff and oversaw the day-to-day running of the project.
= Tracking of project expenditures and accounting.

» Handling of staff payroll every month.

=  Monthly drugs/medical supplies distribution to the three health centers and maintaining of a central medical
store at the IRC compound.

Staff evaluation and training.

Before the phase out of the above project, the health team, myself included assisted the Rwandan Ministry of
Health officials in doing a Health Animator Training Program that lasted for 2 months in the region. Also assisted
the MOH in controlling outbreaks of Meningitis and Malaria in this same region by vaccinating and giving ant
malarial drugs.

April 1994 — September 1994 — Bardera, Somalia

Supervisor of two Mobile Teams — OPD (Outpatient Department) and EPI (Expanded Program on Immunization)
for three months and then the Health Program phased out as had been planned. With the mobile teams |
supervised four teams of health workers — two of OPD and two of EPI. Everyday we traveled to the villages to
give these services. In addition to these, | did report writing, drug ordering, staff evaluation, staff training and
payment. Did assessments of health status of the communities/villages especially during epidemic and natural
disasters like heavy rains, cholera and accidents.

After the health program phased out, | acted as the administrator/compound manager for three months. |
supervised and managed the compound that had more than 20 local staff and 3 expatriates. Major tasks
involved finances — payroll and purchase of goods locally as well as ordering from Nairobi.

May 1993 — March 1994 — Bardera, Somalia — ARC (American Refugee Committee)
Assistant Program Coordinator — Community Health Worker Training.
Worked for the American Refugee Committee (ARC) in Bardera Outpost — Somalia.

Here my work involved, selecting, training, and supervising and monitoring community health workers in the 12
villages we worked in. Assisted in developing a curriculum for training community health workers in Somali
language. | trained more than 50 community health workers in different locations/sites in Southern Somalia.

Other duties included:

= Report writing.

=  Tracking of program expenditures.

= Ordering of drugs and keeping the drugs at a central store and tracking their inventory. After starting up a
pharmacy/drug store for each health post, | distributed the drugs/medical supplies needed by the community
health workers.

= Trained trainers of community health workers as well as giving lectures at Traditional Birth Attendant
(Traditional Birth Attendant) training.

= | was a guest trainer seconded by ARC to do training of community health workers for two other NGOs
(Swedish Church Relief in Saco Weyne — South Somalia, and TROCARE in Mandera — Kenya)

= Did initial needs assessment in a new location to start a health program for ARC.

Participated in baseline nutrition survey conducted in Afmadow — Somalia, by ARC. Also participated in another

nutrition survey conducted by IRC and UNHCR in Bardera town.

Attended a workshop that was to determine guidelines for the selection, training and supervision of Community

Health Workers and Traditional Birth Attendants held in Baidoa, Somalia, by UNICEF and WHO Somalia.
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July 1991 — April 1993 — Ministry of Health — Thika, Kenya.

| worked for the Ministry of Health, Government of Kenya at a General District Hospital. Here | worked in a busy
female medical ward and took care of patients with different medical illnesses, performed all types of nursing care
on these patients. Worked both day and night shifts.

July 1986 — January 1988 — Mogadishu, Somalia.
Worked for ELU/CARE as a secretary.
| worked in the Personnel Department and at times in the Administration Department.

Duties included: Typing of letters/documents for the department heads and filing of all letters/documents. Kept
and cared for all the personnel files. Updating leave and other personnel issues. At times | assisted with
interviews that were conducted.

EDUCATION BACKGROUND

- Certificate of Primary Education

- Certificate of Secondary Education

- Kenya Enrolled Community Health Nurse Certificate (Midwifery, General Nursing and Public Health
Nurse/Health Visitor)

OTHER INFORMATION/SKILLS

I have knowledge of computers — Word Perfect and Microsoft Word/Excel. | also know how to use VHF (codan)
and HF radios as well as Pactor radio. | am familiar with the EPI infor 6.04 and SPSS programs.

LANGUAGES

= English - Fluent
= Kiswabhili - Fluent
®  Somali - Fluent
REFEREES:

Mr. David Murphy — Country Director
IRC — Afghanistan

Mr. Gregory Beck — Regional Director
IRC - Balkans

Dr. R. Shoo
WHO - S. Sudan/Somali.
Gigiri, Nairobi, Kenya

Dr. Wills Ouma
UNICEF - Bosaso, Somalia



2. Fidd-based Child Surviva Program Manager Job Description

POSITION DESCRIPTION:

The program manager will be based in Kono and heads the field presence for the Child Surviva
Program. He/she will oversee approximately 10 national staff. With the assistance of the Deputy
Program Manager, he or she will marshal the technical and logistical resources and foster the
partnerships necessary to achieve the program’'s objectives. The Program Manager will draft
reports for the USAID representative, the MoHS, and the USAID Child Survival management
team. The Program Manager and the Deputy Program Manager will function as a leadership
team, overseeing a staff of technical managers, including a monitoring and evauation specialist
and coordinator, a behavior change communication coordinator, and a senior health promoter.

RESPONSIBILITIES:

Provides day-to-day management

Provides leadership for the program (morale, vision)

Builds capacity of staff, especidly deputy program manager, in public hedth planning,
financid management, and other skills, through example, through one-on-one interactions,
and through formal training

Drafts program and financial reports

Incorporates Technical Advisor (based in New Y ork) input into programs

Builds and maintains relations with District Health Management Team

Liaises with, USAID Freetown and Conakry, other PVOsin Kono and Sierra Leone, and key
MoHS Freetown offices

Leads recruitment of staff, including national manager who will replace him

Supervises program coordinator

Reports to Health Coordinator in Freetown and Technical Advisor in New Y ork.

QUALIFICATIONS REQUIRED
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MPH

Clinical background (nurse or MD) preferred

3 to 5 years experience managing community health program in developing countries

Proficiency in at least 2 of the 5 intervention areas (immunization, control of diarrhea
diseases, pneumonia case management, control of maaria, maternal and newborn health).

Experience with IMCI, LQAS, hedth information systems, and quality assurance methods a
strong plus

Experience with the Child Survival Grants Program a strong plus

Qudlities required for the job include initiative, communication skills, capacity to work with
local partners, and ability to motivate others.



3. Headquarters-based Environmenta Health and Child Surviva Program Manager CV
MAUREEN E. PHELAN
EDUCATION

COLUMBIA UNIVERSTY, School of Public Health

Master of Public Health, February 2002.

¢+ Concentration: Forced Migration and Health / Population & Family Health.

%+ Courses: Psychosocia Impacts of Forced Migration, Investigative Methods in Complex Emergencies,
Program Design in Sexua and Reproductive Health, Quantitative Methods in Program Monitoring &
Evaluation, Research Design, Management of Health Care Organizations, Health Policy
Administration.

% Thesis: The Beginning of the International Rescue Committee’s Adolescent Program for Tanzanian
and Burundian Y outh, Kibondo, Tanzania.

*,
*

COLUMBIA UNIVERSITY, Schooal of International and Public Affairs

Master of | nternational Affairs, February 2002.

¢ Honor: International Fellow January 2000-May 2000.

%+ Concentration: Economic and Political Devel opment.

« Courses. Project Management in Economic & Politicad Development, Conflict Resolution /
Collaborative Negotiation & Mediation, Strategic Policy & Management of International
Organizations, Economics of Sustainable Development, International Politics, Microeconomics, and
M acroeconomics.

UNIVERSITY OF CALIFORNIA AT DAVIS

Bachelor of Arts, June 1993. M ajor: Psychology. Minor: African-American Studies.

« Honors. Dean's Ligt 1991-1992. Awarded the UC Davis Counseling Center's Outstanding
Performance in Peer-Counseling Certificate of Excellence, December 1992.

% Courses. Abnormal Psych., Clinical Psychology, Developmental Psychology, Juvenile Delinquency,
Criminology, Socia Psychology, Social Conflict, Social Welfare, Sociological Research Methods.

PROFESSIONAL EXPERIENCE

COLUMBIA PRESBYTERIAN HOSPITAL, INFECTIOUS DISEASE CLINIC, HIV/AIDS UNIT,
NEW YORK, NY Spring-Summer 2001
Research Assistant for Jumpstart Antiretroviral Treatment Adherence Program
Managed treatment adherence data of 250 AIDS patients on highly active antiretroviral regimens
(HAART). Perticipated in weekly patient treatment/program planning meetings of health care providers,
and HIV Training Institute Training Workshops, NY Department of Health. Initiated and arranged
biweekly discussion group meetings with the AIDS Unit Clinical Director and wide range of clinic gaff.
Co-counseled French speaking patients in health education sessions.

INTERNATIONAL RESCUE COMMITTEE (IRC), KIBONDO, TANZANIA Summer 2000
Program Advisor for the IRC Adolescent Program (AP) Headed the implementation of IRC’s Kibondo
Town Youth Gnter and Karago Camp Youth Center projects. Performed as interim program manager
assuming al logistica & managerial responsibilities at the field office. Intensive collaboration with
UNHCR, Community Service NGOs and IRC staffs via interagency meetings, finalized Memorandums of
Understanding between IRC, UNHCR and al project partners. Managed the recruitment and hiring of AP
Coordinator. Coordinated, designed, & conducted 14 focus groups of adolescents, parents, and local NGO
staffs. Directed and counsded the Kibondo Y outh Committee. Produced a comprehensive summary report
of the Adolescent Program, formulated program recommendations.

UNIFEM (UNITED NATIONS DEVELOPMENT FUND FOR WOMEN), NEW YORK, NY

Fal 1999
Intern for the Chief of the Africa Section and for the Africa Project Specialist Composed four

comprehensive reports of Africa Section Projects concerning the Beijing +5 Twelve Platforms For Action
from 1995-1999 assessing impacts of projects on gender equality. Fashioned briefings of UNIFEM project
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updates for African Delegations & researched Women Miners in five African countries for the Economic
Specialist.

UNITED STATESPEACE CORPS, COTE D'IVOIRE (RCI), WEST AFRICA 1996-1998
Rural Water and Sanitation Community Development Volunteer

- Training: Completed a five-month extensive training program of project planning, implementation,
management and evaluation, KAP (knowledge, attitude, practice) surveys, PRA (Participatory Rural
Appraisal), French language, cross-culture integration, water & sanitation techniques.

Project Management & Leadership: Pioneered, directed and co-designed sustainable village

hygiene/sanitation (i.e., 16 latrines, 40 animal pens, 50 soak-away pits). Supervised & managed al project
budgets, labor contracts, supplies and logistics. Established a successfully functioning village water
committee & masterminded corruption-proof money collection system, acquired second water pump from
Ivoirian Government. Coordinated Government agency to finance vaccination project of 250 village
animals. Taught 16 families and the Women's Cooperative the value of self-help development, planning &
execution of community-based projects. Led and mediated troubleshooting meetings/community problem-
solving meetings and health-hygiene education sessions with Ivoirian counterparts.
- Research; Authored Community Resource Analysis-Capacity Assessment and a political, economic &
social knowledge/beliefs/attitudes comprehensive study (in French) to assess primary health and sanitation
needs of approximately 1,700 villagers. Designed and conducted over 40 in-depth interviews with village
community. Specially selected by Country Director to analyze efficacy of Peace Corps Health Program for
RCI Ministry of Health. Collaborated with Ivoirian research teams via intensive community interviewing
and project assessmentsin seven villages, provided future recommendations.

FAMILIESFIRST, INC., DAVIS, CA Sept. 1993-Oct. 1995
Residential Treatment Head Counselor/Teacher’s Aid (1993-1995) & In-Home Support Counselor
(1994-1995)

Supervised, managed, and developed in-house and classroom individual treatment programs for severely
emotionally disturbed (SED) teenage boys. Co-created treatment plans and behavior management programs
for SED teenage wards of the court placed with new foster families. Extensively counseled teens with
issues of violence, sexual abuse, perpetration/victimization, suicidal tendencies, hyperactivity, depression,
etc. Supervised medication distribution. Diffused residential crisis’emergency situations as Lead
Emergency On-call Counselor, employed intensive counseling techniques, physical restraints, collaborated
with local police and mental health facilities. Taught independent living skills to emancipating teens.
Received extensive Therapeutic Crisis Intervention Training.

CALIFORNIA YOUTH AUTHORITY, PRESTON SCHOOL, IONE, CA Feb. 1994-Nov. 1994
Psychology Intern for Redwood Intensive Treatment Lodge Counseled personality disordered, suicidal,

sex-offending, incarcerated male youths in individual and group therapy sessions, completed case
assessment reports for supervising psychologist. Co-lead support group for wards new to Redwood L odge.

UNIVERSITY OF CALIFORNIA, DAVIS THE HOUSE 24 HOUR DROP-IN/CRISIS LINE
COUNSELING CENTER, DAVIS CA 1992-1993
Peer Counselor Counseled UC Davis students on issues of: alcoholism, divorce, incest/molest, rape, eating
disorders, grief and loss, gay and lesbian issues, & suicide. Received extensive peer-counseling training.

SKILLS

Computer SkillsMicrosoft Windows, WordPerfect, some SPSS/STATA, basic Excel & PowerPoint
Language English (native language) and French (fluent oral and written comprehension)

Traditional Healing Knowledge Study-home stay in Steki, Swaziland, with Dr. PH Mntshali, Sangoma,
Zulu Traditional Healer, co-founder of the Traditional Healers Organization, Swaziland. Served as the
personal assistant to a graduating Sangoma student.

Interests Writing, Traditional Healing, Opera, Safaris, Kundalini Yoga, African & Hip Hop Dance, Cardio
Kick-Boxing
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4. Ervironmenta Hedlth and Child Surviva Program Manager job description

POSITION DESCRIPTION:

Under the direction of the Senior Technical Advisor for Environmental Health, the Senior Technical
Advisor for Child Survival, and the Emergency Environmental Health Coordinator, the Program Manager
provides a full range of assistance to ensure effective support of all IRC Environmental Health and Child
Surviva Programs.

OVERALL RESPONSIBILITIES:

Respond to day-to-day communications from the field

Research and follow-up on program issues as requested by the Senior Technical Advisor for
Environmental Health, the Senior Technical Advisor for Child Survival, and the Emergency
Environmental Health Coordinator

Draft correspondence and program summaries

Assist in dissemination of technical information, including monthly Environmental Health mailings to
thefield

Maintain Environmental Health and child survival resource libraries

Draft and disseminate a bi-monthly Environmental Health newsl etter

Assist in the development and review of proposals, reports, lessons learned, etc.

Organize and attend conferences and workshops

Provide updated reports for the Web page

Provide and update orientation materials for new field staff and assist in the recruiting process as
needed

Provide backstop support to the Senior Technical Advisor for Environmental Health, the Senior
Technical Advisor for Child Survival, and the Emergency Environmental Health Coordinator in their
absence

Travel overseas to provide support to field programs, help conduct surveys, evaluations and other
assessments, and attend conferences (approximately 15% of time)

REQUI REMENTS:

MPH or equivalent degree

1-2 yrs. related work experience; interest shown in public health/environmental health
Excellent writing, communication, and organizational skills

Ability to handle multiple tasks at once, grasp concepts quickly

Attention to detail

Team player

Knowledge of Windows 2000, M S Office, Excel, Internet

RECOMMENDED:

Field experience, particularly at the community level
Experience with monitoring and evaluation
Proficiency in French

Reportsto:  The Senior Technical Advisor for Environmental Health and the Senior Technical
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5. Headquarters-based Senior Child Survival Technica Advisor CV
EMMANUEL d HARCOURT

Experience

2001-present

1999-2001

1996-1999

1988-1990

Research
1999

1995

1993

Education
2001-2002

1992-1996

1983-1987
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INTERNATIONAL RESCUE COMMITTEE

Senior Child Survival Technical Advisor
Provide leadership and technical support for IRC Child Survival programs.
Disseminate Child Survival innovations and best practices throughout IRC health programs
Represent IRC to the Child Survival community.

New York, NY

INTERNATIONAL RESCUE COMMITTEE
MINISTRY OF HEALTH, GOVERNMENT OF RWANDA
Manager, Rwanda Child Survival Program

Directed a program to improve the health of 120,000 children and 150,000

Kibungo, Rwanda

women.
Led a 600-household baseline survey cited by USAID for its innovative
partnership approach.
Designed an information system for community health workers now used
asanational model.
Program featured in Time and CNN as exampl e of successful aid programsin Africa.

CHILDREN' SHOSPITAL OF PHILADELPHIA Philadelphia, PA
Resident Physician and instructor at the Univeristy of Pennsylvania School of Medicine
Board-certified pediatrician.
Founded and organized the International Health Group at Children’s Hospital
Winner of award for “Compassion and Service Excellence” from nursing staff.

UNITED STATESPEACE CORPS

Health Center Preventive Health Supervisor
Oversaw public health initiatives for 10,000 people.
Initiated a malaria prevention program that led to a 96% reduction in mortality for young children.
Alsoinitiated nutrition, health hut, and community gardening programs still operating today.
Trained over 50 community health workersin preventive and curative activities.
Planned and implemented a training-of-trainers for 40 Peace Corps Volunteers

Nioro, Senegal

UNIVERSITY OF ZIMBABWE / UNIVERSTY OF PENNSYLVANIA
“Fectorsassodiated with neonatd hyperbilirubinemiain Zimbabwe”

Harare, Zimbabwe

JOHNSHOPKINSUNIVERSITY SCHOOL OF PUBLIC HEALTH Baltimore, MD
“Evaluation of the impact of anti-helminth therapy on the nutritional status

of Zanzibari Schoolchildren.”

INSTITUT PASTEUR Dakar, Senegal
“Longitudinal study of natural malaria infection and mechanisms of

protective immunity in an area of seasonal transmission.”

HARVARD UNIVERSITY SCHOOL OF PUBLICHEALTH Boston, MA
M.P.H., 2002, Quantitative Methods

JOHNSHOPKINSUNIVERSITY SCHOOL OF MEDICINE Baltimore, MD
M.D., 1996.

YALE UNIVERSITY New Haven, CT

B.A., 1987, Comparative Literature



6. Senior Child Surviva Technical Advisor job description

Performance Objective 1. Provide technica oversight of IRC’'s CS programs.

- Maintan communications with CS programs and respond to requests for technica
assistance.
Conduct regular field tripsto CS programs to evauate and support program activities.
Conduct training for IRC gtaff on relevant issues reated to CS.
Document the impact and lessons learned from IRC's CS programs.  Disseminate
appropriatdy, including at professond meetings and through relevant publications.

Performance Objective 2: Develop IRC's cgpacity to implement effective CS programs
- Keep abreast of reevant technical developments within CS and public hedth.
Ensure that the design and implementation of CS program represent best practices.
L ead the development of one new CS proposd for submission to USAID per year.
Represent IRC on CSissues, including Core Group and other relevant fora.

Performance Objective 3: Provide technica overdght of IRC's primary hedth care
programs in the Great Lakes region.

Maintain regular communications with heglth tesmsin Great Lakes region.

Assg with program planning, monitoring and evauation.

Conduct annud field trips to each country program.

Performance Objective 4: Assg in trandering tools, methodologies and strategies
from CS/development to other IRC programs.

Identify relevant tools, dtrategies and interventions from CSdevelopment that can be
introduced and adapted to other IRC hedlth programs.

Inform other IRC colleegues of relevant tools, dtrategies and interventions from
CS/development that may be applied to or adapted by other IRC health programs.

Assg other IRC colleagues in monitoring and evauating the impact of these tools,
drategies and interventions.

Performance Obj. 5. Promote quaity improvement methods in IRC hedth programs.
Measurable Tasks:

Provide technicd assstance to IRC colleagues and programs on qudity improvement
methodologies and strategies.

Implement qudity improvement methodologies in & least one pilot project.
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Annex B. Response to reviewer comments

1. There is a query regarding data presented on number of births in district. The
statement is made that 5000 births occur in the district per month but total number of
under five beneficiaries is stated as 17,000 children so there appears to be a major
discrepancy here.

This is a typographicad error. The paragraph on page 11 of the origind application was

referreing to 5,000 births per year, not per month. Please note that the revised number of

yearly birthsin the program areaiis 4,300.

2. Relevant stakeholders are cited but their role in the site and interventions and
strategies section are not well described.

The paragraph on page 13 of the origind applicaion, within the Stuationd andyss

section, was meant to rame the partners only. The role of each partner is discussed in a

goecific section on page 20, as wdl as within the sections detalling each of the

interventions. Given the page limitations, we did not want to duplicate information.

3. Although TBA training is a key component of the program strategy, it is unclear in
this document whether previous experience in Serra Leone has shown success with
this strategy, whether TBAs are open to training and what the literacy level of TBAs
is. Also, no mention is made of how follow-up and supervision of TBAs will be
conducted.

There is little information, in Sierra Leone and esawhere, about the success of TBAS in
increasing access to qudity prenatal, emergency obgtetric, and podt-natd services. At the
time of writing the application, the IRC had just begun working with TBAs in Kono as
part of its primary hedth care support program. Since then, the program’'s experience has
shown that he vast mgority of TBAs ae not literate, but are extremely open to training
and to collaboration with the forma hedlth care system.

The quedion regarding follow-up and supervison is an important one, as the IRC's
experience in Rwanda and esewhere has shown tha supervison is a least as important
a traning in insuring that TBASs contribute pogtively to reducing maternd mortdity and
morbidity. Steps for follow-up and supervison of TBAs (and other community hedth
workers) are outlined in the DIP and include collecting and giving feedback on monthly
activity reports, holding a monthly coordination and traning meeting with PHU dgaff, and
periodic refresher traning. PHU doaff will give feedback to TBAs during monthly
mesetings on referrd datafor al the TBAs as well as discuss specific difficult cases.

4. Questions about bednets in terms of their availability, access and utilization were not
clearly addressed.

This is an oversght, due in pat to the fact that not much information about bednets was

avaladle a the time of writing this gpplication. In the 18 months snce, there have been a

number of new developments and clarifications. Reevant data is presented in the DIP.

Key pointsinclude:

- Most people are aware that mosguitoes are a mgor cause of malaria, and that bednets
are auseful form of prevention. Consequertly, bednets are known and valued.
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Young children are prioritized to degp under bednets in households where the nets
areavalable.

Most nets are not trested

Cogt is a mgor obstacle to bednet use. Nets on the private market are usudly
untreated and sold at prices close to or above ten U.S. dollars, far above what most
families can pay.

Permanently trested nets by two manufacturers have been officidly approved by the
World Hedth Organization. The IRC currently has a contract with one of these
menufecturers and has purchased 10,000 nets for subsdized didribution in the
program area.

Long-term option for provison of treated nets to families in Kono include: continued
subsdy through funds from the Globd Fund againg AIDS, Tuberculoss, and Mdaria
(currently pending); subsidies from other donors, socid marketing for some families
as the economy improves.

Although it is likely that input from other human resources at IRC's headquarters will
be sought, only one position is mentioned, that of Senior Child Survival Technical
Advisor. This may be insufficient. The workplan is somewhat confusing (e.g.,
activities are presented for 2002).

These are well-taken comments. The Senior Child Survivad Technicd Advisor is indeed
asssted by a number of other people, both in the Hedth Unit (such as the Reproductive
Hedth Senior Technicd Advisor and Program Officer) and in other depatments (such as
Human Resource gaff). It is not practical to include dl of ther CVs, but the DIP does
include the CV of another Hedth Unit daff member who dready has contributed
ubgtantidly to the development of the DIP, and who will continue to provide support to
the Child Survivd Program: the Environmenta Hedth and Child Survivd Program
Manager.

The “2002" in the workplan is a typographica error. The workplan in the DIP has been
ubgtantialy reformatted.
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Annex C. |IRC Saff Organigram

IRC Kono Child Survival Program Staff

Emmanuel d'Harcourt

Maureen Phelan Qinghui Gu

Health Coordinator
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Sr.CS TA, IRC NY

CS PM, IRC NY

Amina Issa
CS Program Manager

Vacant
Assistant PM

Tamba Sam
BCC/CD Manager

Vacant
M&E Manager

Boyama Kadingor
Health Promoter

Philip Sheku
Health Promoter

Vacant
Health Promoter

Vacant
Health Promoter

Vacant
Health Promoter




Annex D. Human Resour ces Diagram
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